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FOREWORD 


Freedom from pain—the avoidance, or minimization, or obliteration from memory 
of unpleasant experience, physical or psychic—is an instinctively sanctioned value 
to which our ethic has attached considerable weight. It is not, however, an absolute 
value, and when, accordingly, it collides with others, some mutual accommodation 
must be effected that will reflect the relative importance of each. This, indeed, has 
been the rationale and the history of the regulation of narcotics. 

Narcotics, at once a blessing and a bane, invite a curious ambivalence. Their 
medical use as analgesic agents has enjoyed universal approbation, and substantial 
resources, both human and material, have been devoted to their discovery and to the 
development of more effective techniques for their utilization. Nevertheless, their 
prolonged administration invariably produces side effects of a most deleterious sort, 
and, owing to this, their nonmedical use has unequivocally been proscribed. 

While the unauthorized use of narcotics may, perhaps, be regarded as a relatively 
inconsequential matter in light of the small number of persons directly affected, both 
absolutely and proportionately, the practice assumes a larger significance when 
viewed in the light of its human and social costs and the manner in which it has 
taken root and spread. In fact, a searching examination into the considerations that 
should shape a sound narcotics policy, as well as the extent to which these con- 
siderations are reflected in the prevailing pattern of control, seems quite urgently 
to be indicated. It is to this end, therefore, that this symposium has been directed. 

Our contributors have addressed themselves widely, and among the principal 
foci of their attention have been such fundamental inquiries as: What is the present 
state of knowledge concerning narcotics, narcotics addiction, and its treatment, and 
what are the portents for the future in these areas? Are there any discernible per- 
sonality or environmental factors that appear to predispose to narcotics use, and, if 
so, can this intelligence beneficially be exploited? What significance, if any, should 
be assigned to the apparently rising incidence of narcotics use among juvenile ele- 
ments, and what role, if any, has that other recently observed urban phenomenon, 
the “street gang,” played in this development? Is there any direct relationship be- 
tween narcotics use and criminality, and, if so, what is its precise nature? 
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Other areas have also been probed, as our contributors have*sought answers to 
such questions as: What social control mechanisms, international, national, and local, 
have been devised and instituted to cope with the narcotics problem, and how effec- 
tive has their operation been? Have any feasible alternative schemes been proposed 
that promise possibly greater success, and, if so, why have they not been further im- 
plemented? What has been the experience of similar societies in dealing with this 
problem, and does it afford any illuminating insights into our situation? 

Controversy is rife in this area—but where, as here, many basic data are still lack- 
ing or are fragmentary at best, where “experts,” self-styled and otherwise, vigorously 
propound diametrically opposed views, where opinions may well be colored, to a 
greater or lesser extent, by sensational and often distorted popular treatment, the 
absence of greater consensus is not really surprising. Nevertheless, a perceptible 
rapprochement has been and is being made, and it is hoped that this publication 
may, by ventilating the subject more fully, clarify thinking in this area and, thus, 
ultimately share, albeit, perhaps, somewhat remotely, in the formulation of a rational 
narcotics policy—one that will faithfully respond to society’s needs and interests. 

Metvin G. Sumo. 


UMI 


THE HISTORY OF THE DEVELOPMENT OF 
NARCOTICS 


Natuan B. Eppy* 


Man and animals generally seek escape from discomfort. Man today seems 
more prone to do so than ever before and, as will be seen, has acquired a consider- 
able variety of means to that end. No one knows when man learned that there 
were natural agents available, the poppy among them, to ease his pains; but he did 
acquire that knowledge, and there the history of narcotics begins. Legally and 
otherwise, narcotic has a broader connotation than opiate. Practically, however, 
the major part of the narcotics problem centers around the opiates and their synthetic 
substitutes, and this account of historical development will deal with these only. 

Chopra suggests that the food value of the seeds of the opium poppy was recog- 
nized much ‘earlier than the somniferous property of the capsule or poppy head,’ 
but the capsules were used in the preparation of soporific drugs and soothing bever- 
ages from time immemorial. Poppies were grown for the capsules in Asia Minor 
many centuries ago, and the Arabs carried the dried poppy heads to eastern countries 
at a very early date. Eventually, someone discovered that at one stage in the develop- 
ment of the poppy plant, Nature seemed to concentrate its soporific properties—that 
is, the ingredients responsible for them—in the plant juice which would exude from 
the lanced ripe poppy head. This juice, collected and dried, is crude opium. 

Opium became a household remedy and the mainstay of the physician in its 
crude form, in pills, and in various liquid preparations—laudanum, paregoric, etc— 
whatever the symptomatic need. It also became a medium of social exchange and 
self indulgence as a confection and, in modified form, for smoking. Even into the 
latter half of the nineteenth century, there was little recognition of and less attention 
paid to overindulgence in or abuse of opium. It was the panacea for all ills. When 
a person became tolerant to its action and dependent upon it so that abstinence 
symptoms developed if a dose or two were missed, more was taken for the aches 
and pains and other discomforts of abstinence, just as it was taken for similar 
symptoms from any other cause. 

In the first decade of the last century, just about 150 years ago, the curiosity of 
Sertiirner, a German pharmacist, brought about the separation and recognition of 


*M.D. 1911, Cornell University. Chief, Section on Analgesics, Laboratory of Chemistry, National 
Institute of Arthritis and Metabolic Diseases, U. S. Department of Health, Education and Welfare; Secre- 
tary, Committee on Drug Addiction and Narcotics of the National Research Council; Member, Expert Panel 
on Drugs Liable to Produce Addiction, World Health Organization; Consultant, World Health Organiza- 
tion. Research Professor of Pharmacology, University of Michigan, 1930-39. Author of many papers on 
the relation of chemical structure and action of narcotics and synthetic analgesics. 

* Chopra, Quasi-medical Use of Opium in India and Its Effects, 7 Butt. Narcotics, 1 (1956). 
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the main ingredient of opium.’ Sertiirner called the agent morphine; but, although 
it was admittedly the most important active constituent of opium, physicians were 
slow to use it in preference to the crude drug, and there were many assertions of the 
superiority of the latter, even after the discovery of the hypodermic syringe towards 
the middle of the century. 

Codeine, another of the natural alkaloids of opium, was isolated only a few years 
after the discovery of morphine. It was tried almost immediately in clinical medi- 
cine® but gained little popularity for about another fifty years. The first artificially 
produced derivative of morphine appears to have been apomorphine;* ethylmorphine 
(dionin) was reported in 1881;° and in 1890, Dott and Stockman described a series 
of morphine derivatives and discussed at length the modifications of action pro- 
duced by changes in chemical structure.® 

Up to this time, the principal objective of work in this field was elucidation of 
the structure of morphine. Attention, however, began to be focused on improve- 
ment in therapeutic effectiveness when diacetylmorphine (heroin) was introduced 
in 1898. The frequent abuse of morphine and the phenomena of addiction had 
begun to be recognized, and heroin was hailed as a drug of increased effectiveness 
with decreased addiction liability. This was the first of a series of such claims for 
new agents arising from overenthusiastic misinterpretation of inadequate data, 
usually advanced in spite of warnings of danger. Even the early literature on 
heroin contains such warnings. Strube, for example, noted that his patients liked the 
new drug and continued to take the heroin pills after he ceased to prescribe them; 
he admitted the possibility of addiction.’ Nevertheless, heroin gained rapidly in 
popularity, became eventually the drug of choice in the illicit drug traffic, and, in 
some quarters, still is considered indispensable. 

The next thirty years saw much work on the morphine structure, intensive in- 
vestigation of the details of morphine action in the body, but introduction of com- 
paratively few new morphine derivatives. Worth mentioning, however, are di- 
hydrocodeine, dihydromorphine, dihydrocodeinone (dicodid, Hycodan), dihydro- 
morphinone (Dilaudid), and dihydrohydroxycodeinone (eukodal), all of which 
were tried in Germany during this period. Dilaudid was introduced in this country 


2 See Sertiiner, De la morphine et de l’acide méconique, considerés comme parties essentielles de 


Vopium, 5 ANN. D. CHIM. ET PHys. 21 (1817). 
® See Barbier, Observations sur la codeine considerés comme agent therapeutique, 6 BULL. GEN. THERAP. 


141 (1834). 
*See Matthiesen and Wright, Apomorphia, a New Base Derived from Morphine, 11 Puarm. J. & Tr. 


23, 40 (1869). 
® See Grimaux, Sur la transformation de la morphine en codeine et en bases homologues, 92 Compr. 


REND. ACAD. sc. 1140 (1881). 

* Dott and Stockman, Pharmacology of Morphine and Its Derivatives, 17 Proc. Roy. Soc’y EpIn. 321 
(1890). 

7See Dreser, Pharmakologisches tiber einige Morphinderivative, 24 Deut. MED. WNscHR. 185 
(1898); Strube, Mittheilung tiber therapeutische Versuche mit Heroin, 35 BERL. KLIN. WNSCHR. 903 
(1898). 


* Strube, supra note 7. 
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in 1932; the use of dicodid for cough began some years later; and interest in dihydro- 
codeine is currently being revived. 

Beginning in 1929 and continuing for about eleven years, the Drug Addiction 
Committee of the National Research Council directed a comprehensive program 
of chemical, pharmacological, and clinical investigations, which included the pro- 
duction and testing of about 150 morphine derivatives and twice that number of 
compounds synthesized from simpler chemical structures. The program had two 
major accomplishments to its credit: the proof, by accumulation of systematic data, 
that chemical modification of morphine is not always followed by uniform modifica- 
tion of all of its many effects on the animal body; and the demonstration of sig- 
nificant analgesic (pain-relieving) action with simpler chemical substances not 
closely related to the structure of morphine. Two of the new morphine derivatives 
assumed practical importance and were introduced to physicians generally. One of 
these, metopon, had increased analgesic power, especially when taken by mouth, with 
less of the dulling effect which morphine has on the senses generally. The other, 
desomorphine, had greatly increased analgesic power of short duration, with little 
or no tendency to produce nausea or vomiting so commonly seen when morphine 
is used. None of the many synthetic substances investigated merited extensive 
clinical trial, and no morphine-like analgesic without addiction liability was found. 

In the late 1930’s, German chemists were looking for a synthetic substitute for 
atropine. One product of this research was shown to have significant analgesic 
effect and, subsequently, other morphine-like properties; this was meperidine (pethi- 
dine, Demoral, Dolantin, etc.).2 Thus, a by-product of one investigation became 
the first wholly synthetic pain-relieving drug with an activity comparable practically 
to that of morphine. At first sight, meperidine appeared to bear no relation to the 
chemical structure of morphine, in spite of similarities of action. After the fact—i.e., 
after the demonstration of its analgesic effect—however, Schaumann quite ingeni- 
ously showed that there were, indeed, chemical features common to the structures of 
both compounds. 

Recognition of the morphine-like characteristics of meperidine, caused it to be 
brought almost immediately under narcotics control in Germany. At that time, in 
this country, however, there were no means for bringing about such control of a 
substance not derived from the natural sources specifically named in the narcotics 
law, and this lack was corrected only by the enactment of a special statute on July 1, 
1944.'° Meanwhile, although tests at the Public Health Service Addiction Research 
Center had demonstrated its addiction potentiality,’ the impression was fostered 
that meperidine was relatively safe in this respect. Unfortunately, this false im- 
pression persists, and persons have become addicted to meperidine who might have 
escaped if there had been an understanding of the risk involved. Rasor and Crecraft 


®See Eisleb and Schaumann, Dolantin, ein neuartige Spasmolytikum and Analgetikum (chemisches 
und pharmakologisches), 65 Deut. MED, WNscur. 967 (1939). 

10 58 Srat. 721 (1944), 21 U. S. C. § 171(a) (1952). 

11 See Himmelsbach, Studies of the Addiction Liability of “Demerol” (D-r1g0), 75 J. PHARMACOL. 
64 (1942); Further Studies of the Addiction Liability of Demerol, 79 id. at 5 (1943). 
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reported the admission to the Public Health Service Hospital at Lexington of 457 
meperidine addicts in a thirty-eight-month period to September 1, 1954.'” Nearly 
half of them were members of the medical or ancillary professions, who, for the most 
part, admitted that they turned to this drug because they thought it less likely to 
produce addiction. Confirmed addicts, too, turn to meperidine when it is available; 
thirty-seven per cent of Rasor’s cases had been addicted to other narcotics first. 
Meperidine is not readily available through illegal sources, but physicians seem less 
loathe to prescribe it than other narcotics—most probably owing to the impression 
of relative safety already commented on. The majority of meperidine addicts ad- 
mitted to Lexington stated that physicians were their source of supply. 

Meperidine production in this country was 123,362 ounces in 1946, 251,009 ounces 
in 1952, and 394,048 ounces in 1955. Of the last amount, 329,348 ounces were for 
domestic use, 20,108 ounces for export. Morphine production was about 100,000 
ounces in 1946 and was 49,062 ounces in 1955. Again, these figures seem to reflect 
the greater readiness of physicians to prescribe meperidine, because if one were to 
assume that all of the decrease in morphine production was replaced by meperidine, 
the amount required for such replacement should be only about 250,000 ounces, the 
dose ratio between the two drugs being of the order of 1:5. 

The discovery of meperidine had a greater effect on the over-all narcotic picture 
than its replacement or potential replacement of morphine. As a replacement, it 
still has the disadvantages of the latter, but the degree of success as a morphine 
substitute which it represented had a tremendously stimulating effect on the work 
of organic chemists in this field. The original German investigators and others 
there, in England, and in America made many meperidine derivatives, striving, as 
had been done in the program of the Drug Addiction Committee, to dissociate by 
chemical modification the features responsible for pain relief from those which 
produced undesirable side-effects and addiction. A few of these modifications came 
to clinical trial and some to considerable medical use. Alphaprodine, for example, 
is reported to be a very useful adjunct to nitrous oxide anesthesia. Ketobemidone 
is a very powerful pain-relieving drug but develops an intense physical dependence 
(addiction) with great rapidity; its addiction liability has deterred manufacturers 
from developing it in this country and has led to a recommendation that its medical 
use be abolished entirely. 

German chemists again achieved an outstanding success in the 1940’s by the 
synthesis of methadone, qualitatively morphine-like in nearly all respects in animals 
and man and quantitatively equivalent to morphine as a pain-relieving drug, milligram 
for milligram.’® Again, methadone seemed very unlike morphine (or meperidine) in 


*®Rasor and Crecraft, Addiction to Meperidine Hydrochloride (Demerol Hydrochloride), 157 
A. M. A. J. 654 (1955). 

*® See Scott and Chen, The Action of 1, 1-diphenyl-1-(dimethylaminoisopropyl)-butanone-2, a Potert 
Analgesic Agent, 87 J. PHaRMAcoL. 63 (1946); Isbell, et al., Tolerance and Addiction Liability of 
6-Dimethylamino-4, 4-diphenyl-heptanone-3 (Methadon), 135 A. M. A. J. 888 (1947); Denton and 
Beecher, New Analgesics. Il. A Clinical Appraisal of the Narcotic Power of Methadone and Its Isomers, 
141 id. at 1146 (1949). 
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structure; but again, close scrutiny revealed that there were structural characteristics 
common to all three. Methadone very easily substituted for morphine in an estab- 
lished addiction, readily produced tolerance and addiction when administered alone, 
but differed significantly from morphine in the abstinence syndrome which followed 
abrupt withdrawal of the drug. The methadone abstinence syndrome was slower in 
onset (two to three days as compared with about twelve hours after morphine), less 
intense, and much more prolonged. 

Methadone is so morphine-like in all of its pharmacological characteristics that 
it could undoubtedly be used in place of morphine in general medical practice. The 
only advantage of such use, however, would seem to be the relatively mild, prolonged 
abstinence syndrome, making withdrawal of the drug easier should addiction develop. 

A recent report compared more than 200 methadone derivatives with respect 
to the effect of chemical modifications on analgesic effectiveness. Only a few of 
these have been tried in man, and none has yet come into general use. Work on 
this group of compounds continues, however, and currently two members of the 
series give some promise of clinical usefulness. 

Through the years, chemists came to a very complete understanding of the 
chemical constitution of morphine but attained its total synthesis only quite recently.’ 
This is an outstanding scientific achievement, but for the greatest analgesic 
effectiveness, complete synthesis is not necessary. In 1947, Grewe had already 
synthesized N-methylmorphinan, representing the basic ring structure of morphine, 
but without all of its peripheral groups;'® and in 1949, Schnider and Griissner moved 
a step closer to morphine by the preparation of 3-hydroxy-N-methylmorphiman 
(racemorphan, Dromoran).'* They also made the methyl ether—that is, the codeine 
analog (racemethorphan)—in this new series. Racemorphan is a more powerful 
analgesic than morphine, with at least as long a duration of action. Like morpiine, 
it is addicting; and like morphine, it is prone to produce the same side-effects, but 
perhaps somewhat less frequently. Racemorphan and racemethorphan are mixtures 
of optical isomers, and it has been proven that analgesic action and addiction are 
produced by one of these isomers only. Most interestingly, the nonaddicting isomer 
(dextromethotphan) of the codeine analog has been shown to be an effective agent 
for the relief of cough and is marketed for that purpose. 

The chemists have not nearly exhausted the possibilities in any one of the 
groups of analgesic compounds which have been mentioned—modifications of mor- 
phine, meperidine, methadone, or morphinan structures. They have, nevertheless, 
branched out in other directions and synthesized entirely new structures which have 
proved to be as potent as morphine in pain-relieving power, at least experimentally— 


14 Braenden, Eddy, and Halbach, Synthetic Substances with Morphine-like Effect. Relationship be- 
tween Chemical Structure and Analgesic Action, 13 Butt. Wortp HEALTH Orea’N, 937 (1955). 

15 See Gates and Tschudi, The Synthesis of Morphine, 74 J. AM. CHEM. Soc’y, 1109 (1952); 78 id. 
at 1380 (1956). 

16 See Grewe, Synthetic Drugs with Morphine Action, A 59 Anc. CHEM. 194 (1947). 

17 See Schnider and Griissner, Synthese von Oxy-Morphinanen, 32 Hever. cum. Acta 821 (1949). 
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dithienylbutenylamines, hexamethyleneimines, and phenylcyclohexanes, for example, 
to name only three new types. Unfortunately, when significant analgesic action 
appears, the ability to produce addiction is also demonstrable. There is one important 
exception which may, however, be the clue to a solution of the problem, analgesic 
action without addiction liability, which is the basis for all of the work on new 
analgesic agents. 

A feature of the morphine structure is the occurrence in the molecule of an 
heterocyclic nitrogen carrying a methyl group, long believed to be optimal for 
analgesic action. Forty years ago, Pohl substituted allyl for this methyl group in 
codeine and reported that the resulting compound was to some extent antagonistic to 
morphine.’® In 1942, Weijlard and Erickson succeeded in making a similar sub- 
stitution in morphine.’® This is the compound now known as nalorphine (Nalline). 
It is strongly antagonistic to many of the effects of morphine in suitable concentra- 
tion; it will not satisfy a morphine addiction nor produce physical dependence when 
repeatedly administered. Its antagonistic effect is demonstrated strikingly by the 
removal of the respiratory depression produced by overdoses of morphine and mor- 
phine-like substances and by the precipitation of a typical abstinence syndrome if it 
is given to a morphine addict. 

In the laboratory, nalorphine exhibits little analgesic action. It can be given to 
man in combination with morphine, at least in certain dose ratios, without inter- 
fering materially with morphine’s analgesic effect. Most recently, it has been reported 
that nalorphine given alone to patients in pain is as effective as morphine in re- 
lieving that pain2® Here, then, is one instance in which analgesia equivalent to 
that of morphine can be produced by a compound which is not addicting. Nal- 
orphine is not a practical analgesic or a practical solution of the addiction problem 
because of the occurrence of quite remarkable side-effects, worse if the individual has 
received recently a dose of morphine. Perhaps, however, it is not too much to expect 
that a nalorphine-like compound will be found without its disagreeable side-effects, 
a useful nonaddicting analgesic. 

In conclusion, we can agree with opinion expressed by the Drug Addiction Com- 
mittee of the National Research Council that “all needs for morphine and related 
substances for symptomatic relief can be met by synthetics now known.””? This 
does not say that synthetics are superior to the natural alkaloids, though some may 
be. We have reached the point where we could make out with the synthetics in 
clinical practice if the need arose, and we may be on the brink of a practical 
analgesic without addiction liability. 

18 See Pohl, Uber das N-Allylnorcodein, einen Antagonisten des Morphins, 17 Zrscur. EXPER. PATH. 


THERAP. 370 (1914). 

2° See Weijlard and Erickson, N-Allylnormorphine, 64 J. AM. Cuem. Soc’y, 869 (1942). 

20See Lasagna and Beecher, The Analgesic Effectiveness of Nalorphine and Nalorphine-morphine 
Combinations in Man, 112 J. PHarMacoL. 356 (1954); Keats and Telford, Nalorphine, a Potent 
Analgesic in Man, 117 id. at 190 (1956). 

#1 ComMMITTEE ON Druc AppicTIon AND Narcotics, Minutes of Tenth Meeting, June 1952, in BULL. 
Druc AppicTion AND Narcotics 343 (1952). 
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NARCOTICS ADDICTION AND ITS TREATMENT 


CuHaries WInIck* 


Drug addiction is one pathology, whether it be regarded as a public health or 
psychiatric problem, which seems to have benefited comparatively little from new 
advances in knowledge over the last few decades. It is certainly a most complex 
condition in terms of prognosis and recovery rate.' The hold of drugs on persons 
addicted to them is so great that it would be almost appropriate to reverse the old 
adage and say that opium derivatives represent the religion of the people who use 
them. 

How many people are addicted to drugs is not reliably established. Addicts are 
hardly eager to be counted in a census, because the nonmedical use of addicting drugs 
is illegal and is considered immoral. It is usually estimated that there are some 
60,000 addicts in the United States, based on the number of persons who have been 
in contact with law enforcement agencies.” The figure of 60,000 is usually broken 
down into 50,000 opiate addicts, 5,000 marijuana users, and 5,000 addicted to opiate-like 
synthetics. One authority, however, estimates that there are three addicts who 
have not been in contact with the law for every one who has.* This would suggest 
that the number of addicts is perhaps underestimated and that there are more than 
60,000. 

Moralistic attitudes may extend into even scientific discussions and may be 
responsible for the sharply divergent recommendations made for coping with the 
addiction problem. Addiction is a serious illness, with frequently tragic conse- 
quences; but it is so linked in the minds of many with the underworld, which is 
the source of narcotics, that their attitude toward crime takes precedence over their 
attitude to disease. Another discouraged and frequently expressed attitude toward 
the needs met by addicting drugs is: “That humanity at large will ever be able to 
dispense with Artificial Paradises seems very unlikely.” Americans’ great interest 
in tranquilizing drugs which make them feel better is an example of how susceptible 
we are to the appeal of chemical influences on mood. 


*B.A. 1941, City College of New York; M.A. 1949, Ph.D. 1950, New York University. Secretary, 
National Advisory Council on Narcotics; Director of Research, Narcotics Addiction Research Project; 
Consultant, United States Senate Subcommittee on Juvenile Delinquency; Lecturer in Psychology, Queens 
College. Research Associate, University of Rochester Studies in Drugs and Personality, 1952-53. Con- 
tributor to various social science periodicals. 

* Berger, To Dispel the Nightmare of Narcotics, N. Y. Times Magazine, July 8, 1956, p. 13, col. 1. 

2? See CABINET INTERDEPARTMENTAL COMMITTEE ON Narcotics, REPORT TO THE PRESIDENT 10 (1956). 

* See, e.g., Kolb, Let’s Stop This Narcotics Hysteria, Sat. Eve. Post, July 28, 1956, p. 50. 

*Col. Frank J. Smith, in ConFERENCEs oN Druc AppictIon AMONG ADOLESCENTS 93 (1953). 

5 Atpous HuxLry, THE Doors oF PERCEPTION 49 (1954). 
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ADDICTION 
The United Nations’ World Health Organization has defined addiction in- 
clusively :* 
Drug addiction is a state of periodic or chronic intoxication detrimental to the individual 
and to society, produced by the repeated consumption of a drug (natural or synthetic). 
Its characteristics include: (1) an overpowering desire or need (compulsion) to continue 


taking the drug and to obtain it by any means; (2) a tendency to increase the dose; 
(3) a psychic (psychological) and, sometimes, a physical dependence on the effects of the 


drug. 

Addiction to narcotic drugs is usually pragmatically defined as the compulsive 
use of a habit-forming narcotic drug so that either self-control over the addiction is 
lost or the individual and/or the community are harmed. The use of a narcotic 
drug by itself is not addiction. There are older drug users, sometimes fairly well- 
established in the community, who work, maintain families, and have for decades 
regularly taken drugs. 

The opiate addiction syndrome includes the separate but related phenomena of 
tolerance, habituation, and physical dependence.’ Tolerance is the decreasing effect 
on the user of repeating the same dose of a drug, or the need to keep increasing the 
dose as the drug is taken frequently over a long time-span. Habituation is the 
personality’s emotional and psychological dependence on the drug in lieu of the 
more usual kinds of satisfactions. Physical dependence is the body’s need to continue 
the drug in order to avoid the acute characteristics of the abstinence syndrome. 

In the abstinence syndrome, the addict who is deprived of the drug he has been 
taking will show an almost schematic pattern of behavior which is a function of the 
patient and the length, strength, and nature of his addiction.* Its intensity can be 
measured on a point scale.® In an addict who has been taking morphine every 
day, a fairly predictable series of symptoms will set in if the drug is withdrawn. He 
will be restless about eight hours after his last “shot” and sleeps restlessly in about 
twelve hours. After twenty-four hours, the patient will lacrimate, yawn, vomit, 
sneeze, sweat, develop gooseflesh (the origin of the phrase “cold turkey”), pupil 
dilation, running nose, and have involuntary movements of his limb muscles (“kick- 
ing” is the addict’s argot for ceasing his “habit”). Diarrhea, aches, some fever, rapid 
respiration, slightly higher blood pressure, increase in the white cell count, and 
many other symptoms may appear as the abstinence syndrome unfolds. These 


°U. N. Expert ComMMitTrEE on Drucs LiaB_e To Propuce AppicTion, Report 6-7 (World Health 
Organization Technical Report Series No. 21, 1950). 

™See Ciirron K. HIMMELsBACH AND Lynpon F. SMALL, CiinicaL StupIEs oF Druc ADDICTION: 
“Rosstum” TREATMENT OF Druc Appiction (U. S. P. H. Rep. Supp. No. 125, 1937). 

® See Wikler, Clinical Aspects of Diagnosis and Treatment of Addictions, 15 BULL. MENNINGER Cuinic 
157 (1951). 

® See Himmelsbach, The Morphine Abstinence Syndrome: Its Nature and Treatment, 15 ANN. Int. MED. 
829 (1941); and Clinical Studies of Drug Addictions: Physical Dependence, Withdrawal and Recovery, 
69 Arcu. Int. MED. 766 (1942). 
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symptoms are usually at their agonizing peak between forty-eight and seventy-two 
hours after the last “shot” has been taken. From five to ten days usually are 
necessary before these manifestations of the abstinence syndrome disappear. Some 
lesser abstinence characteristics may continue for several months. 

Heroin abstinence symptoms are likely to be analogous to, although more accel- 
erated and more intense than, those for morphine. N-allylnormorphine (nalorphine) 
helps produce short abstinence syndromes within a quarter hour after being admin- 
istered to opiate addicts."° When given to nonaddicts, its effects are like those of a 
small dose of morphine. Nalorphine, thus, shows the presence of addiction within a 
half-hour, by producing typical symptoms of withdrawal, although it is not a legally 
binding test of addiction. There is no adequate laboratory test to confirm that 
a person is or is not an addict unless he exhibits withdrawal symptoms, which are 
then presumed to show that he had been taking drugs which have been abruptly 
withdrawn. 

The administration of methadone prevents the appearance of symptoms of ab- 
stinence from most known analgesic drugs, and abstinence symptoms from metha- 
done are milder than abstinence symptoms from the other drugs, which is why 
it is widely used in systematic withdrawal treatment of addicts." 

Abstinence from barbiturates produces its own very severe withdrawal symptoms, 
including insomnia and anorexia, within one day after the last dose of drugs.’” 
Most barbiturate addicts undergoing the abstinence syndrome have had at least one 
convulsion by the second or third day after their last dose, and some sixty per cent 
undergo a psychotic period during the fourth to seventh days of abstinence. These 
symptoms usually disappear within a week. Abstinence symptoms are not found 
in users of cocaine, marijuana, peyote, or benzedrine, because these drugs do not 
cause physical dependence. 


II 
Tue Appicr anp Drucs 


The federal law defines narcotic drugs as opium derivatives (especially heroin 
and morphine), products of the coca leaves (especially cocaine), marijuana, and 
various synthetic opiates like demerol and methadone. In actual practice, patients 
are found to be addicted to a variety of drugs in addition to those mentioned in 
the law, such as the barbiturates. The federal hospitals admit individuals addicted 
to opiates, cocaine, marijuana, or peyote. 

In the 1930’s, morphine appeared to be the drug of choice among addicts."* To- 

10 See Wikler et al., Precipitation of “Abstinence Syndromes” By Single Doses of N-allylnormorphine 
in Addicts, 11 Fev. Proc. 402 (1952). 


12 See, Isbell, Meeting A Growing Menace—Drug Addiction, Merck Report, July 1951, p. 5. 

12See Isbell, Addiction to Barbiturates and the Barbiturate Abstinence Syndrome, 33 ANN. INT. MED. 
108 (1950). 

18 See MicHAEL J. Pescor, A STATIsTICAL ANALYSIS OF THE CLINICAL Recorns oF HosprraLizep Druc 
Appicts (U. S. P. H. Rep. Supp. No. 143, 1943). 
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day, heroin is by far the most widely used drug. Price, income, regional, personality, 
ethnic, sex, length of addiction, previous medical history, availability of drugs, and 
age factors are linked with the selection of a given drug. Many persons who take 
heroin have previously smoked marijuana, but many marijuana smokers never go on 
to taking heroin. Addicts often experiment before settling on a drug which provides 
the kind of sensation they want. 

Cocaine helps release aggressiveness and speeds up and activates the user, while 
heroin slows the user down. Marijuana’s effects are sometimes described as being 
like the effects of alcohol, although its intoxication is more a condition of quiescence."* 
Opium usually requires several hours before the effect of the “poke” makes itself 
felt, in the form of a languorous heightening of sensation. The price of addicting 
drugs varies from fifty cents for a marijuana “reefer,” to three dollars for a heroin 
“fix,” to as high as fifty dollars for a “tin” of opium. 

Marijuana is usually taken by smoking “reefers,” cocaine is sniffed in powder form 
or injected, heroin is generally injected into the veins, opium is smoked in a specially 
prepared pipe, and barbiturates are taken in pill form. If one drug is temporarily 
unavailable, the addict may use another opiate for which he has developed a cross- 
tolerance. Some addicts used alcohol before taking drugs, and some drink after they 
stop taking drugs; but in the class system of addiction, the drug user usually looks 
down at the “wino” (alcoholic) and is reluctant to drink, except as a last resort. 

A frequently found mixture is to take a stimulant and a depressant simul- 
taneously. The “speedball,” or mixture of cocaine and heroin, blends the shock 
power of cocaine with the extended afterglow of heroin and is widely used by 
experienced addicts to “go fast slow.” Milder but related sensations are derived from 
taking benzedrine and barbiturates together, or smoking marijuana shortly before 
or after drinking alcohol. 

Young people are probably likely to use marijuana, while opium is usually smoked 
by older persons. Opium is associated with a more sustained kind of sensation, and 
young people are not likely to seek this kind of “high.” They are also not likely to 
have the funds necessary either to buy opium or to provide the free opium which 
usually constitutes the payment for the specialist “chef” who “cooks” it. Addicts 
have been using less cocaine in the last few decades because its effect is short-lived 
and it must be taken so frequently that it is expensive. Cocaine also may have some 
unpleasant after-effects. 

To try to develop a picture of the “average addict” would be difficult, because 
the use of drugs is a dynamic function found in different kinds of people. The kind 
of person who becomes an addict varies from one region to another and from 
country to country. The United States and Germany would appear to have a high 
percentage of physician-addicts, although reliable figures are not available. In France 


14See Reichard, Some Myths About Marihuana, Fed. Probation, Oct.-Nov. 1946, p. 15. However, 
many marijuana addicts are so afraid of being hypersensitized by the drug that they will not drive a car 
while under its influence. 
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and England, the comparative incidence of addicts from the middle and professional 
classes is greater than in the United States, although this may be a function of our 
record-keeping methods, which do not show the middle or upper-class addict who 
can afford private treatment. 

At least several weeks of experience with a drug are usually necessary for the 
development of an addiction. A fairly typical heroin addict, with a well-developed 
addiction, may take about five capsules a day.’*° A user who has had to increase 
his dosage from the beginner’s half “cap” or who takes at least one capsule a day is 
regarded as an addict for all practical purposes. A confirmed heroin addict may 
take as many as twenty-five capsules a day, with each capsule likely to contain an 
average of two per cent of heroin and ninety-eight per cent of sugar of milk. How- 
ever, addicts seldom know how diluted the drug is, and they may exaggerate the 
amount they have been taking in order to get more drugs during the withdrawal 
treatment. 

There are few pathognomic physical characteristics by which the opiate addict 
can be recognized as such. Scars and abscesses which result from intravenous in- 
jections of opiates are among the few helpful overt diagnostic characteristics. The 
cocaine or benzedrine addict may show pupil dilation, tachycardia, and tremulousness. 
It is difficult to recognize a marijuana smoker, although he sometimes has a char- 
acteristic facial flush. Opiates may be detected by analysis of an addict’s urine for 
as much as ten days after the drug was last used. There may be emaciation from 
lack of food, both because opiates often diminish appetite and because the addict’s 
money is being used to buy drugs. Little or no evidence exists to show that the 
continued use of any opiate causes permanent changes in the brain or central nervous 
system, or that it causes any change except the body’s greater tolerance of the drug. 
There is no conclusive evidence on opiates’ effect on life-span, although they have 
been said to shorten life.’ 

The person addicted to barbiturates may look slovenly and display aggressiveness 
and poor speech or motor control. Barbiturates differ from the other addicting 
drugs in that it is comparatively easy to get sleeping pills, whereas the other drugs 
are primarily dispensed through underworld sources. Barbiturate addiction appears 
to be increasing, and it is only within the last decade that barbituratism has been 
recognized as a “true” addiction." 

Some slight secondary effects of addiction remain even after the “habit” has been 
shed. Addicts who have not had drugs for years may experience a “taste” merely as a 
result of talking about drugs. They may exhibit some of the physical characteristics 


15 See Lambert, Report of the Mayor’s Committee on Drug Addiction to the Hon. R. C. Patterson, Jr., 
Commissioner of Correction, New York City, 87 Am. J. PsycutaTRy 433, 471 (1930). 

16 See Kolb, supra note 3, at 50. Cutting, Morphine Addiction for Sixty-Two Years, 1 Stan. MED, 
BuLL. 39 (1942), reports an eighty-four year old practicing physician who had taken morphine for sixty- 
two years. 

17 See Isbell, Acute and Chronic Barbiturate Intoxication, U. S. V. A. Tech. Bull. TB 10-76, Aug. 15, 


1951, p. 2. 
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which had been associated with addiction, such as scratching, nauesa, and stomach 
pains. 

Opiates make the addict feel good, and their effect is usually immediate. The 
effect of heroin begins to make itself felt while the needle is still in the addict’s 
vein. One addict typically described the sensation as, ”You’re not afraid, you can 
explore anything, you feel great, stoned, never bored. Nothing’s a hassle.” Work, 
social, emotional, fantasy, family, sexual, and interpersonal problems may be solved 
—temporarily—by taking the drug. Addicts are often terrified of what awaits them 
in a nondrug situation, and this is responsible for many of their difficulties in remain- 
ing in treatment. The “medical addict” becomes addicted because he has grown used 
to the pain-relief provided by a drug which was originally given him for medical 
reasons. 

The euphoria of the addict is a feeling of temporary well-being induced by the 
drug’s suppression of discomfort or pain.’* The addict’s “high” is a feeling of 
aloofness from current situations and a postponement of decisions or urgencies. 
The drug is the decision. It provides a feeling of security and self-sufficiency. It 
temporarily helps to establish self-confidence and quell any disturbing aggressive- 
ness. The drug itself is so fulfilling that it becomes the center of the user’s whole 
life. 

Although some addicts initially feel that opiates make them more efficient and 
“normal,” after the “honeymoon period,” they are taking drugs primarily to avoid 
the symptoms of abstinence. Some students have emphasized the extent to which 
drugs make a user more efficient and bring him up to the level of normal behavior, 
while others dismiss this as a typical rationalization of addicts and feel that drugs 
make the addict lazy, sleepy, and inefficient. Recent work has suggested, however, 
that this apparent disagreement may be semantic: “normal” to the addict means 
gratification of “primary” needs—sex, hunger, pain-avoidance—in a direct way by 
the drug;’® but in releasing more stable patterns of reaction, the opiate may reduce 
the motivation to engage in socially productive activity. 

Although there are physicians and others who have maintained successful careers 
while actively addicted to opiates for long periods, most addicts cannot continue to 
function in the community. The semisoporific effects of opiates make it all but 
impossible for the addict to function aggressively in any ordinary work-situation. So 
akin to sleep is the effect of an opiate that the addict refers to it as being “on the 
nod,” “stoned,” “out of this world,” “half awake and half asleep.” His ability 
to earn a living is also likely to be impaired because he has to spend so much 
time procuring his drugs that he may literally have no time to work. Addicts seldom 


18 See Reichard, Addiction: Some Theoretical Considerations as to its Nature, Cause, Prevention, and 
Treatment, 103 AM. J. PsycHIATRY 721, 722 (1947). Brown, The Effects of Morphine Upon the 
Rorschach Pattern in Post-Addicts, 13 AM. J. OrTHoPsycHIATRY 339 (1943), found that morphine in- - 


creased fantasy life. 
7° See Wikler, 4 Psychodynamic Study of a Patient During Experimental Self-Regulated Re-Addiction 


to Morphine, 26 Psycuiatric Q. 270 (1952). 
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achieve vocational success, because their ability to consummate their frequently high 
aspirations and fantasies is likely to be impaired by self-neglect and their need to 
engage in self-defeating, self-hurting behavior. 

The spectacular effects of opium on various writers are more attributable to 
the writers than to the drug, which has only a brief impact on inspiration.2” Opium 
is perhaps the one drug which can permit heightened creativity, because it does not 
make the user feel “knocked out.” Jazz music is one of the few vocations which 
is presumably enhanced by drug use. The drug, which decreases technical ability 
but is believed by many musicians to be a spur to creativity, heightens empathy and 
makes the musician feel that “nothing’s in the way” of his expression and that his 
perceptions are fresh and easy to translate into music, especially if he is playing 
a familiar or standard musical number.” The specific drug used by the musicians 
is reflected in their music and is related to the degree of their acceptance by society. 
Alcohol was often used by early Dixieland musicians with their raucous rhythms, 
marijuana was linked with musicians playing the more sensitive and lighter swing 
music, and heroin use is associated with the complexities and emotional flatness of 
the “cool” music of today. Alcohol is a socially acceptable stimulant, and the Dixie- 
land musicians were accepted by their society. The marijuana-smoking swing 
musicians of the 1930’s did not really “belong,” and this process of alienation is felt 
most strongly in the “cool” music of today. This music is described by musicians as 
being “way out”—the same expression they use to describe the effect of heroin. The 
use of opiates is known to have ravaged the lives of many brilliant jazz artists, and 
the industry is determinedly trying to eliminate the use of drugs by musicians. 

Although the action of a given drug is generally specific enough so that it can 
be described with precision, there remain many individual differences which are 
reflected in the user’s reaction to the drug. Thus, morphine is a depressant, but in 
the widely-found “cat” reaction, the drug produces an excitatory effect.** And how a 
drug may serve different purposes for the same user is seen, for example, in the 
case of the prostitute starting her career who takes heroin to deaden her responses 


to her customers, but also uses it to enable her to enjoy sexual activity with her “boy 


friend.””* 


20 See M. H. AsprRAMs, THE MILK OF PARADISE, THE EFFECT OF Opium VISIONS ON THE WorKs OF 
DeQuincey, CraBBE, Francis THOMPSON, AND CoLERipce (Harvard Honor Theses in English No. 7, 
1934). Wagner, Coleridge’s Use of Laudanum and Opium, as Connected with his Interest in Con- 
temporary Investigations Concerning Stimulation and Sensation, 25 PsycHoanatytic Rev. 309 (1938), 
characterizes Coleridge’s drug habit as an illness. 

22 Based on interviews by the author with seventy jazz musicians. However, two different studies 
of the effect of marijuana both reported a decrease in the musical abilities tested. Aldrich, The Effect 
of a Synthetic Marihuana-Like Compound on Musical Talent As Measured by the Seashore Test, 59 
U. S. P. H. Rep. 431 (1944); Williams e¢ al., Studies on Marihuana and Pyrahexyl Compound, 61 
U. S. P. H. Rep. 1059 (1946). For the jazz musician as a seeker after liberation and individuality, 
see Esman, Jazz—A Study in Cultural Conflict, 8 Amerrican IMaGo 219 (1951); Warren, Jazz and 
Crime, 1 Cuicaco 26 (1954). 

*2 See Brown, The Psychology of Drugs, in MopERN ABNORMAL PsycHoLocy 690 (Mikesell ed. 1949). 

*3 See Harotp GREENWALD, A Stupy oF Deviant SEXUAL-OccUPATIONAL CHOICE BY TWENTY NEw 
York Women, 6, 15 (unpublished Ph.D. thesis in Columbia University Library 1956). The author 
is grateful to Dr. Greenwald for permission to see an advance copy of this study. 
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Ill 
Some Sociat Factors 1n AppIcTIon 

The study of drug addiction represents almost a classic instance in which different 
social science and medical disciplines have each emphasized one facet of a complex 
problem. Anthropologists see addiction as a culture complex, sociologists report 
a situation in which social learning takes place, psychologists look for individual 
differences in addicts, physiologists observe a drug’s specific bodily effect, psycho- 
analysts note a pregenital addict personality structure, statisticians relate addiction 
to times of depression and war, psychiatrists find prepsychotic characteristics, ex- 
perimentalists are worried about a lack of control groups in addict research. All of 
these approaches to addiction are valuable, and they all must be considered in any 
comprehensive approach to the study of addiction phenomena. 

Sociological research has its own goals and should not be expected to explain the 
physiological and emotional mechanisms of addiction or why one person becomes an 
addict while his next-door neighbor who is also exposed to drugs will not become 
an addict. A recent study in Chicago suggests that an individual takes a drug like 
marijuana as a result of motives and dispositions which emerge in the course of 
experience, rather than on the basis of antecedent predisposition.** An earlier study 
concluded that the drug user becomes addicted by realizing that the drug alleviates 
his withdrawal symptoms, after which he interiorizes his society’s attitude toward 
addiction and thinks of himself as a “dope fiend.””® 

Although the addict is often believed to be a solitary, there may be a great many 
social satisfactions which result from drug addiction. Heroin addicts usually are 
introduced to the drug by a friend “turning them on,” which involves tying the 
upper arm with a stocking, belt, or necktie to expedite the injection of the drug into 
the vein by exposing the vein more clearly. For the first few weeks of using heroin, 
it is almost impossible for the addict to arrange the equipment he needs by himself. 
Even after he is a confirmed addict, the heroin user may enjoy socializing with 
other addicts and getting “on” together, although some addicts remain isolates. 

The conversation of a group of addicts sometimes helps them to express them- 
selves because they feel free to insult (“put down”) each other. Drugs can permit 
a compliant person to express hostility within a framework of group acceptability. 
Crying, insults, and vigorous arguments are not uncommon in such situations, even 
though opiates usually stifle aggression. A favorite topic of conversation is the 
large number of prominent people, especially entertainers, who are said to be addicts. 
This aspect of the addict’s mythology helps reinforce his image of himself as a 
member of an elite (“hip”) in-group. The wide popularity of certain “bop” or 


“cool” expressions makes the addict feel that many people are sympathetic toward 


*4 Becker, Becoming a Marijuana User, 59 Am. J. SoctoLocy 235 (1953). Elsewhere in this sym- 
posium, the social and psychological aspects of the narcotics problem are more extensively considered. 
Clausen, Social and Psychological Factors in Narcotics Addiction, infra 34-51. 

25 ArrreD R. LinpESMITH, OPIATE ADDICTION (1947). 
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him. The popularity since 1952 of “bop jokes,” with their “cool talk,” telescoping of 
reality, themes which are pronarcotics, antiauthority, and antisex, was hailed by 
many addicts as a sign that the larger society had begun to accept and need them.”® 

The drug user is creating a closed in-group where he “belongs” and where the 
ceremonies of the group and its illicit ritual help to reinforce the inadequacies and 
weak egos of the members of the group. Society’s having outlawed drug taking 
serves to strengthen the masochistic ties which keep an addict in the group. Con- 
verting someone to drug addiction helps the addict feel less guilty about his own 
addiction, and he rationalizes this by reassuring himself that he is only giving his 
friend a “high” once. Another underlying motive for converting others is that 
there will be more heroin available if there are more addicts trying to get the drug, 
so that in case of an emergency shortage of drugs, there will be more drugs in cir- 
culation.” Although they are traditionally out for themselves, in case of a temporary 
shortage of funds with which to buy drugs, addicts may help each other, and this 
is a related reason for developing new addicts. 

Many legislators feel that the easiest way to treat narcotic addicts is to eliminate 
the “pusher,” who buys his drugs from a jobber (“peddler”) and sells to the addict 
consumer. The “pusher” is almost always an addict. Few “pushers” make any 
money out of selling drugs, in as much as they are generally not the prosperous 
bullies of popular belief, but persons who have such a low self-concept that even in an 
addict group of comparatively inadequate personalities, the only way in which they 
can feel important is to be wanted by the addicts whom they supply. The “pusher” 
is associated with several addict groups, the members of which are often constantly 
courting him in order to insure their supply. The “pusher” has such importance in 
an addict group that he is referred to as “the man.” Even though he must con- 
stantly keep cn the move to avoid police, he may deliberately come late to an 
appointment (“meet”) and say that he has no heroin when he actually does have 
some, in order to prove how important he is to his customers. 

The kind of gray subculture typified by the addict is common to prostitutes and 
jazz musicians, two occupational groups frequently associated with addiction. It 
typifies the condition of anomie, or being loosely integrated and rootless in a society. 
As the addict says, he belongs “nowhere.” The society of other addicts provides a 
kind of social life for these otherwise unattached persons, bound together by the 
common ties of addiction and delinquent behavior.2* The addict has absorbed the 
values of his delinquent subculture and adopted its methods of solving problems 
by not facing the problems. The members of this group rationalize their difficulties 


2° The trend was documented in That Crazy Bop Joke Craze, Life, Sept. 29, 1952, p. 67. A typical 
“bop joke” was the story of the two addicts sitting in their apartment around 6 p.m. when they heard 
a knock on the door. They suspected the knock might be a narcotics agent, so they quickly hid their 
drugs in the cuckoo-clock on the wall. It was not the agent, but a friend, and they forgot all about 
leaving the drug in the cuckoo-clock. Around 9 p.m., the door of the clock opened very slowly, and 
the cuckoo appeared and very groggily asked: “Does anyone know what time it is?” 

®7 See Zimmering et al., Heroin Addiction in Adolescent Boys, 114 J. NERvous & MENTAL DISEASE 19 
(1951). 

28 See BincHAM Dat, Opium AppicTIon IN Cuicaco (1937). 
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in competing in the status system of the larger world outside by establishing criteria 
of their own. 

Among these criteria is knowledge of argot, which constitutes almost a secret 
language. This language is so different that several key terms mean exactly the 
opposite of their usual meanings. In the last few years, addicts have begun using 
“bad” to mean good, and the superlative form of this is “terrible,” meaning excellent 
or great. The highest form of praise one can use is, thus, to say that something 
is “terrible,” or “ridiculous,” or “crazy.” 

Addicts are often not able to enter into usual family and community responsi- 
bilities. They may not marry; and if they do marry, the marriage is likely not to 
be viable, or they may convert their wives to addiction. There is an unusually high 
number of common-law relationships among addicts. Even though such relation- 
ships may last for years, an actual marriage poses responsibilities and problems 
which addicts are not too eager to accept. The expense of spirit as well as of money 
needed to support a “habit” is likely to corrode marriage and family relationships. 

There is some evidence to show that minority groups are overrepresented in the 
addict population.*® Minority groups are likely to be especially alert to the stresses 
and strains of living. Difficulty in facing up to these stresses and strains helps many 
to get on the road to addiction. Drugs represent one way in which members of 
minority groups may channel the aggressiveness which they traditionally have difh- 
culty in expressing. A study of American Indians has shown that the members of a 
tribe most drawn to peyote had difficulty in identifying either with the tribe or with 
the world outside the tribe.*° This kind of marginal personality is drawn to drugs, 
which provide one way of feeling integrated and important. 

Even in a delinquent or minority milieu, the person likely to be an addict is 
the person who has the most ambiguous status or who is most removed from the 
group’s norms.** Of the different groups in the prostitute subculture, the procurer 
is almost always a drug addict, not only because he is bored with his leisure, but 
because he enjoys no status and is universally despised.** 


IV 
SomE PsycHotocicaL Factors iv ApDDICTION 
Many an addict, in taking drugs, is, in effect, telling his family and society, “You 
have done everything possible to deny me. I won’t die, but I’ll show you how close 


2° See ALAN S. MEYER, SociaAL AND PsycHOLoGicAL Factors IN OPIATE ADDICTION 30-50 (1952). 

8° Spindler, Personality and Peyotism in Menomini Indian Acculturation, 15 PsycmiaTRy 151 (1952). 

51 Addicts often cite various persons who were so far ahead of their group or society that they resorted 
to drugs as a symbol of their advanced thinking. The addict, who often has feelings of inferiority, 
can assure himself of his superiority by his identification with these “advanced” persons. Some addicts 
like to point out that Sherlock Holmes’s regular use of cocaine by hypodermic injection did not 
interfere with his extraordinarily brilliant feats of detection. The famous phrase, “Quick, Watson, the 
needle,” is not, however, found in the novels by Arthur Conan Doyle, but in William Gillette’s play, 
Sherlock Holmes (1899), in which Holmes injects the drug into his arm while on stage, after Dr. 
Watson has brought Holmes his hypodermic needle. 

82 See Jess STEARN, SISTERS OF THE NicHT 55 (1956). 
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to death you have brought me. The only way in which I can go on is to take drugs.” 
Addicts in treatment sometimes say, “If I don’t get on, I’ll kill myself or somebody 
else—would you prefer that?” Many addicts, especially those from relatively good 
backgrounds, rationalize their addiction by explaining that nobody understood them. 
Rebellion and experimentation are related needs found in some addicts. 

Recent work on nonaddicts has suggested that personality factors help determine 
the kind of patient who will get consistent pain relief from a placebo, or dummy 
tablet which consists of pharmacologically inert substances, like lactose. The person 
who responds favorably to a placebo is also likely to prefer opiates to other drugs.** 
The power of subjective factors in determining the effect of a drug is seen in the 
finding that a placebo is most effective when stress on the individual is greatest.** 
This placebo research suggests not only that there is a kind of person who is ex- 
tremely sensitive to the pain-deadening effects of chemicals and who is predisposed 
to anticipating pain-relief, but that this individual prefers opiates to other drugs. 
It is this reaction, writ large, which we find in the opiate addict. Further placebo 
research may throw new light on the kind of personality which is likely to become 
“addiction-prone.” 

Heroin addicts often are proud of the scars caused by their needle, which they 
may exhibit with pride. Many seem to create situations in which they may be 
caught by the authorities, thus masochistically calling attention to their suffering 
and blaming others for it. 

Taking the drug enables addicts to achieve that which they cannot achieve in ordi- 
nary life, especially if their ability to defer gratifications is poorly developed. Their 
attitude toward the drug is ambivalent, since they both need the drug and resent it for 
enslaving them. The words which addicts use to describe drugs are likely to carry 
a strong negative loading—e.g., “junk,” “crap.” By using such strong taboo words, 
they are expressing their fear of the drug, their participation in something illegal, 
and their attitude toward the society which has been responsible for their having 
to take drugs. Addicts often display their nonreality leanings by engaging in magical 
thinking.*® 

One of the elements of the drug lore which addicts exchange with each other 
is that they can tell just before a full-blown “habit” is about to develop, by various 
physical symptoms. This will alert them, they feel, so that they can stop taking drugs 
before becoming addicted. The drug user realizes this is a rationalization only after 
it is too late for him to do anything about it. 

Addicts often display a kind of grim insight into their friends and associates, 
as in the case of the saxophonist who accurately diagnosed another musician-addict 
who had a disturbed Oedipal relationship: “He’s carrying a horn for his mother.”*® 

There appears to be no one kind of psychiatric diagnosis which is common to 


®3 See Felsinger et al., Personality and Reactions to Drugs, 157 A. M. A, J. 1113 (1955). 
®* Beecher, The Powerful Placebo, 159 id. at 1602 (1955). 

85 See Fort, Heroin Addiction Among Young Men, 17 PsycutatRy, 251, 256 (1954). 

°° Case treated by Dr. Jack Krasner. 
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drug addicts. All kinds of people can and do become drug addicts. The psychiatric 
classification of the addict does not determine the progress of his addiction. A 
patient with a severe character disorder may recover from an addiction in a short 
time, while a patient with a mild neurosis may be unable to stop taking drugs. In 
each case, the drug fulfills a specific function in the personality economy of the 
individual, and it is this function which determines how difficult it will be for the 
addict to shed his drug. There have been a good many psychiatric classifications of 
types of addicts, but these classifications often place the majority of addicts in a 
catchall category, like “psychopathic.”** 

The addict is responding to underlying personality problems of great complexity. 
His difficulties in achieving interpersonal and heterosexual satisfactions may be 
linked to his narcissism and difficulties on the Oedipal level. Identification with 
the parent of the same sex may be poor, and the parent of the opposite sex is often 
either overprotecting or rejecting or both. The addicts preoccupation with family 
relationships is seen in his frequent use of “daddy” to talk to or refer to males. The 
widespread use of “baby” in talking to or in referring to females is another indicator 
of the addict’s regression and preoccupation with family. The supplier of drugs 
is often called “mother.” 

The drug often takes the place of sexual activity, although addicts may engage 
in either homosexual or heterosexual activity. The hypodermic needle often pro- 
vides a kind of sexual play, with the addict inserting the needle into his vein, waiting 
for the blood to come up, injecting a smal] amount of heroin as he then forces the 
blood back by letting up his pressure on the hypodermic. He may do this several 
times, before finally injecting the rest of the contents of the hypodermic into the 
vein. 

The heroin injection is described by addicts as causing a sexual glow. Just before 
receiving the “shot,” the addict often gets a feeling of prepleasure, localized in the 
bowel area. Rado has called taking drugs a kind of alimentary orgasm, which has 
strong oral orgastic components.*® Simmel has pointed out the strong autoerotic and 
masturbatory components in the addict’s preoccupation with his body.*® Brill has 
studied the extent to which the language of addicts is erotized.*° 

Addicts derive erotic pleasure from scratching themselves. The addict usually 
prefers to scratch one part of the body, often the face. Sexual behavior in addicts 
is often what Freud called polymorphous perverse: its aims may be centered around 


587 See Felix, An Appraisal of the Personality Types of the Addict, 100 AM. J. Psycuiatry 462 (1944); 
MicuaeL J. Pescor, THE Kors CrassiFication oF Druc Appicts (U. S. P. H. Rep. Supp. No. 155, 
1939). 

®® Rado, The Psychoanalysis of Pharmacothymia, 2 PsycHoanatytic Q. 1 (1933). 

®° Simmel, Zum Problem von Zwang und Sucht, in BerticutT User Den V. ALLGEMEINEN ARTZLICHEN 
Koncress Fur PsycHorHeraPicE In BapEN-BaDEN 26 (1930); and Morbid Habits and Cravings, 17. 
PsycHOANALYTIC Rev. 481 (1930). 

“° Brill, Some Notes on Dynamics and Treatment in Narcotic Addiction, 23 J. PsycrmaTric SoctaL 
Work 67 (1954). The author is indebted to Mr. Brill for several stimulating discussions on problems 
of addiction. 
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what are usually considered forepleasure activities.** Addicts often engage in sexual 


activity passively and are concerned with their own and not with their partner's 
gratification. Like the “cool” jazz solos with which it is popularly associated, addict 
sexual activity seldom reaches a climax. 

There are some aggressive addicts who take drugs as one way of expressing 
aggressiveness toward themselves, others, and the community, although the addict’s 
relation to his drug is often said to be based on a passive oral dependence on 
supplies from outside.*” It is compared to an infant’s passively ingesting so much 
of its reality in the form of milk, and taking such gratification while giving nothing 
in return. 

Addicts often refer to themselves as “cats,” perhaps because cats are symbols of 
passivity. The pet cat traditionally does not play with others, is relatively aloof, and 
provides a kind of passive companionship. The cat owner has to court the cat, as 
opposed to the more outgoing and affectionate dog. 

Drug addiction sometimes has elements of manic depression, with a drug-induced 
artificial “mania” which alternates with a state of depression after using the drug. 
It is this increasing depression which the addict tries to meet by taking more drugs 
at decreasing intervals. Paranoia and obsession-compulsion have also been linked 
with addiction.** Gross has reported the difficulties of most addicts in effective 
identification, especially identification with morality.** Some few addicts may be 
schizophrenic, although most addicts are not clinically schizophrenic, even if they 
may have some schizoid characteristics. It is possible that some addicts would have 
developed schizoid episodes or personalities if they had not taken to drugs. 

Psychiatrically sound persons who accidentally become addicts represent a small 
percentage of the total addict population.** The more usual kind of “addiction- 
prone” person who becomes addicted would probably require psychiatric help, even 
if he had not taken up the use of drugs. His need for immediate gratifications would 
probably lead to a behavior pathology. The first time an individual tries a narcotic 
drug, he is usually sick. Many of those who try heroin or marijuana once or twice 
do not take it again. Yet, there are those who overcome the initial sickness reaction 
and go on to become addicts. The degree of tension with which these individuals 
can cope is perhaps linked to the development of their addiction. A drug which 
immediately eliminates tension appeals to people who cannot face problems 
realistically. 

Whatever the addict was like before taking drugs, his behavior becomes more 
regressive and self-centered once he has become addicted. His affect is flattened, 


“1 SIGMUND FREUD, THREE CoNTRIBUTIONS TO THE THEORY OF SEX 51 (1910). 

*2 See, e.g., Orro FENICHEL, THE PsycHOANALYTIC THEORY oF NEuROsIS 377 (1945). 

*8 See Glover, Common Problems in Psychoanalysis and Anthropology, 12 Brit. J. Mev. Psycu. 109 
(1932); and On the Aetiology of Drug Addiction, 13 INT'L J. PsycHoaNnatysis 298 (1932). 

“* Gross, The Psychic Effects of Toxic and Toxoid Substances, 16 Int'L J. PsycHOANALYsIs 425 (1935). 

“° Lawrence Kolb and W. F. Ossenfort estimate that 3.8% of the addict population is psychiatrically 
normal, but this figure may be high. See The Treatment of Drug Addicts at the Lexington Hospital, 31 
So. Mep. J. 914 (1938). 
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and his favorite word of praise is frequently “cool,” to mean a kind of ultracontrolled 
behavior, with a lack of warmth or emotional expression. A person who does not 
“belong” is called “uncool,” which is a very denigratory expression. 

The drug is taken to satisfy inner needs of the premorbid personality, although 
each drug has a specific effect, and personality and behavior will change as a result 
of the drug. The investigator can, thus, only surmise what the premorbid per- 
sonality might have been like, although such surmises are probably often accurate. 
Some students have seen a disagreement between the psychiatric viewpoint of addic- 
tion as a symptom of an underlying personality difficulty and the pharmacological 
viewpoint of addiction as a specific kind of bodily dependence linked to the drug of 
choice, which has a specific effect. This disagreement is perhaps based on the 
psychoanalyst’s use of metaphor and observation, as opposed to the pharmacologist’s 
precise language and research design. The psychoanalyst looks for large patterns, 
while the pharmacologist is more likely to look for measurable effects. These two 
approaches actually complement each other, since the addict is a person with certain 
personality characteristics who happens to have selected this way of coping with his 
problems for a variety of reasons, of which he is usually unaware. Not the least 
of these reasons is his access to a social group in which drug use was both practiced 
and valued. He takes one drug rather than another because it provides satisfaction 
for him. 

Other people with exactly the same kind of personality substratum never become 
addicts and select other means of expression for their basic conflicts. Thus, the 
family constellation and personality of the addict are often not only similar to the 
schizophrenic’s, but they are also similar to those of some members of the American 
Communist party, which would appear to be a different kind of group.*® On the 
other hand, it is difficult to generalize about family background, because a study of 
addicted physicians, for example, reports that they were raised in a relatively con- 
genial home situation.*7 Data on the family which are derived from direct ques- 
tioning of the patient may not be too reliable as clues to the real dynamic of the 
family and should be regarded with caution. Recent research with a control group 
of paired nonaddicts has shown that both groups had behavior pathology, but only 
the one group became addicted.** Wikler has remarked that the addict is meeting 
the basic human need of activity directed toward realizable goals by engaging in 


*®See Krugman, The Role of Hostility in the Appeal of Communism in the United States, 16 
PsycutaTRy 253 (1953), who found that the parents of some American Communists he had studied were 
psychodynamically similar to those of many addicts. 

*T Pescor, Physician Drug Addicts, 3 Distases or THE Nervous SystEM 173 (1942). Addicts are 
usually so disturbed that it is almost safe to generalize that their family backgrounds probably have 
serious interpersonal disturbance. 

*® Gerard and Kornetsky, Adolescent Opiate Addiction: A Study of Control and Addict Subjects, 29 
Psycuratric Q. 457 (1955). Aldrich, The Relationship of the Concept Formation Test to Drug 


Addiction and to Intelligence, 100 J. Nervous & MENTAL Disease 30 (1944), found no differences in 
conceptual thinking of postaddicts and nonaddicts. 





Ry, “Ear 


ADDICTION AND ITs TREATMENT 23 


a continuous pursuit gf drugs, which itself becomes an activity with its own sense 
of accomplishment and its own self-contained goals.** 


V 


TREATMENT AT THE FEDERAL HospirTALs 


The devoted research and treatment activities of the federal narcotics hospitals 
have provided the knowledge on which almost all treatment of drug addiction is 
based. In spite of the never-ending flow of addict patients, there is usually little 
waiting, once the addict has decided to go to the hospitals at either Lexington, 
Kentucky, or Fort Worth, Texas, depending on where he lives. The Lexington 
hospital is the world’s major center exclusively devoted to the study of addiction. 

Some idea of the dimensions of the treatment problem can be gained by a study 
of the flow of patients to these hospitals.° At the present time, Lexington and Fort 
Worth have 1,574 beds reserved for addicts. In 1955, there were 3,638 addict ad- 
missions to these hospitals. Since 1935, when federal facilities became available, they 
have admitted over 35,000 addicts, in 54,000 separate admissions. About forty per 
cent of the patients have been through the hospital before and are “repeaters.” Two- 
thirds of the patients are voluntary, but only twenty-five per cent of these voluntary 
patients stay the recommended minimum period of four and one-half months. 
Hospitalization is currently mandatory only if the addict has gone to prison for 
violating the federal laws, or if he has received a suspended sentence on the condi- 
tion that he submit to treatment. 

The Lexington treatment includes various ancillary rehabilitation services. The 
patient gets a thorough physical examination and psychiatric screening. Physical 
withdrawal from drugs has been called the least important part of the addict’s 
treatment and is accomplished in the most humane way possible in order to minimize 
pain and heighten rapport between the patient and his physician.’ After a period 
of drug stabilization, the synthetic analgesic methadone is administered orally, in- 
stead of the opiate administered up to several years ago. Decreasing doses of metha- 
done usually accomplish withdrawal in ten days. Withdrawal in barbiturate addic- 
tion is more complex and is accomplished by stabilizing the patient on a barbiturate, 
often pentobarbital, and then decreasing the dosage, usually for a period of up to a 
month.™ 

After the withdrawal period, vocational activities, recreation, and some kind of 
psychotherapy have a major role in the treatment program, which ideally lasts from 

4° Wikler, Rationale of the Diagnosis and Treatment of Addictions, 19 Conn. STATE MED. J. 3 
(1955). 


5° See Subcommittee on Improvements in the Federal Criminal Code of the Senate Committee on the 
Judiciary, Treatment and Rehabilitation of Narcotic Addicts, S. Rep. No. 1850, 84th Cong., 2d Sess. 
(1956). 

5? See Vogel, Isbell, and Chapman, Present Status of Narcotic Addiction with Particular Reference to 
Medical Indications and Comparative Addiction Liability of Newer and Older Analgesic Drugs, 138! 
A. M. A. J. 1019 (1948). 

®2 See Isbell, supra note 11. 
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four to six months. Investigations conducted at the hospital have revealed that 
addicts do not regain physiological normality for some six months after withdrawal 
from drugs.** Every attempt is made to re-educate the patient in a therapeutic en- 
vironment, and his other ailments are treated. Most patients do not receive effective 
psychotherapy because of limitations of personnel and time. 

Relapse to the use of drugs seems to be an integral part of the addiction syn- 
drome. Although exact statistics are not available, well over one-half the patients 
who have gone through Lexington have probably gone back to the use of drugs. 
It is difficult to get exact figures, because such figures must take into account the 
patient’s ability to stay out of the hands of the local authorities. 

The addict is likely to return to the use of drugs if his original motives for taking 
drugs are not changed and he returns to the same environment. As a rule of thumb, 
a former addict who has not used narcotics for eighteen months is considered not 
to be an addict in terms of government practice.** There is such an onus attached 
to taking drugs that it is somehow assumed that an addict’s relapse is due to forces 
other than the operation of a disease process. Wikler notes that the twenty per cent 
of Lexington patients who were abstinent from drugs over an extended period 
of time compares favorably with the recovery rate from other chronic ailments, like 
diabetes mellitus or pulmonary tuberculosis.» The diabetic who went back to the 
hospital for diet and insulin regulation would not be regarded with suspicion, while 
the addict is regarded with suspicion if he relapses. This attitude toward addiction 
is based on the erroneous belief that the addict’s illness is reversible at his will. The 
addict would stop if he could, but he cannot. 

Another reason for the relapse rate is that once withdrawal has been accomplished, 
many patients feel stronger, are eating well, and feel good enough to regard them- 
selves as “cured.” Most such persons leave the hospital before the recommended 
minimum treatment period and return to the use of drugs, since their feeling of 
health is likely to be illusory and the old craving may return and cause them to 
backslide. A common rationalization for becoming “hooked” again is, “I took one 
shot just to prove I can stay off it.” This is magical thinking, because one “shot” 
may lead to another. An investigator who conducted a study of the prognosis for 
recovery of federal hospital patients decided that “guarded” and “poor” prognoses 
covered most cases for practical purposes, and that a “good” prognosis could be dis- 
carded.”** Such a conclusion should not be regarded with pessimism, however, but as 
an indication that inadequate preparation for the world outside, coupled with in- 
adequate follow-up, leads to a return to drugs. 

Contact with former patients to find out what they are doing is difficult, because 
the patients may not want to cooperate or to be reminded of their past. The only 


58 Pescor, Time Element in the Treatment of Drug Addiction, 99 Am. J. Psycuiatry 438 (1942). 
®4See Reichard, The Narcotic Addict as a Custodial Problem, 5 Prison Wortp 12 (1943). 


55 Wikler, supra note 8, at 164. 
5° Pescor, Prognosis in Drug Addiction, 97 Am. J. PsycutatTry 1419 (1941). 
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patients on whom there are reliable data are those on probation, who are required 
to report regularly to probation officers. The great distances which separate the 
hospitals from many communities make communication difficult. The hospitals 
do not know what becomes of two-thirds of their patients, and they are prohibited 
from communicating with the former patients who are at the hospital on a confi- 
dential basis.* 

One of the difficulties of judging the effects of psychotherapy at these hospitals is 
that therapy is seldom given to voluntary patients, because they do not remain at the 
hospital long enough to benefit from it. Thus, much of the information available 
is based on the therapy given involuntary patients. Time and personnel limitations 
often interfere with the psychotherapy goal of providing socially acceptable goals 
for the postaddict, whether voluntary or involuntary. 

Some of the advantages of a centralized facility like Lexington represent the 
other side of the coin of some disadvantages. The concentration of a large number 
of addicts in one place may lead to less-experienced addicts acquiring sophistication 
about drugs from some of the more-experienced patients. 

Many former Lexington patients blame their return to drugs on the treatment 
they received at the hospital. They complain about the limited psychiatric and 
social service facilities and about having to undergo a long waiting period before 
admission. There is no doubt that personnel limitations make some kinds of treat- 
ment impossible, but in general, these hospitals have been remarkably effective 
in their attempts to remove the patient from drugs and in trying to prepare him for 
the world outside. The hospitals can hardly be held responsible for their shortage of 
psychiatric and social work personnel or if patients leave before the treatment process 
runs its full course. They are even less responsible for difficulties in communication 
and inadequacies of the programs of the states and communities to which the addict 
returns. 


VI 
Community Facititigs 

The federal hospitals provide the major facilities for treatment of addicts, because 
very few state mental hospitals or city institutions will-accept addicts. Private hos- 
pitals are generally quite expensive. Both public and private hospitals are usually 
reluctant to accept addict patients because they require special facilities, because 
they fear that addicts’ treatment is difficult, or because they think that addicts 
may disrupt or contaminate the staff and patients. Addicts in a hospital may 
overwhelm the hospital personnel with requests and demands. These contacts 
with addict patients have been called “. . . exhausting, unrewarding, and frequently 


5 Senate Committee on the Judiciary, supra note 50, at 16. Some pilot work has been done on 
offering limited casework services to postaddicts who had been at Lexington, suggesting that such services 
are feasible if the former addicts’ initiai suspicions are allayed. 
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revulsive ... for both the individual and group who deals with the addicted person.”** 


Many of the difficulties in treating addicts stem from communities’ own ambiv- 
alence about drug addiction. Many communities and individuals have a kind of 
horrified fascination toward addicts. A study of a recent film dealing with narcotics 
revealed that many normal subjects who saw the film had a remarkable ability 
to recall its details of the physical aspects of addiction, while they had entirely 
missed the very laudable antinarcotics theme of the film.°® Too many individuals 
see the addict as a kind of demonic “dope fiend,” and a necessary concomitant of 
any effective treatment program is a community attitude which accepts the addict 
as a sick person with a serious disease. 

There is not one community in the United States which has an integrated 
program of hospitalization, psychiatric treatment, and rehabilitation for addicts. 
Especially lacking is any program for posthospital and post.vithdrawal care of the 
addict. Detroit and Chicago are the only cities with an, rehabilitation program. 
Only one community (New York) has a narcotics hospital, and it is only for addicts 
under twenty-one. In view of all the attention given to the “drug menace,” it 
is startling to find that community action is so halting. 

Even if there is a desire to cope with the problem, community action on addiction 
must wait on the availability of suitable personnel and hospital facilities, and there 
is a lack of both. For example, in May 1954, the Michigan legislature passed the 
Ryan Act, which permits the Health Department to petition the courts for com- 
mitment of addicts for rehabilitation purposes. As of November 1955, however, 
there was no hospital available for these purposes.®” 

The ex-addict returns to his home from a federal hospital under difficult cir- 
cumstances. He has no money and is back in the same community which helped to 
spawn his addiction, with the additional handicap of being known as a former addict. 
Employers are often wary about hiring a person who has been an-addict, and since 
he is often unskilled to begin with, his legitimate employment is likely to be difficult. 
His family situation is likely to have been strained by his long absence. Social 
agencies are often reluctant to help the former addict in his attempt at rehabilita- 
tion, especially in the vocational retraining which he is likely to need. His nonaddict 
friends may be suspicious of him, and his addict friends may be all too available. 

If he has difficulties in finding work, his feelings of inadequacy may be revived. 
Few people in the community know that the federal narcotics hospitals are not jails, 
and they are likely to regard the ex-addict as some kind of ex-convict. Some kind 
of “halfway house” for milieu therapy, to help bridge the gap between federal hos- 


pital and effective social functioning, would appear to be a crucial lack in existing 
! 


treatment programs. 


58 Raskin et al., A Suggested Approach to the Problem of Narcotic‘ Addiction, a paper anne 
to the American Psychiatric Association, May 2, 1956, p. 14. 

°° Winick, The Effects of a Film on Its Audience: The Man with the Golden Arm, a paper pre- 
sented to the Annual Meeting, American Association for Public Opinion Research, May 25, 1956. 

°° See Hersert A. Raskin, INTERIM Activity REeporT on Narcotics Cuinic, Derroir 18-19 (1955). 





ADDICTION AND Its TREATMENT 27 


Many addicts are reluctant to go to Lexington or Fort Worth at all, because a 
hospital located thousands of miles from home is not an inviting prospect. Some 
addicts are afraid to leave their home towns, jobs, and families for almost a half- 
year, and some are unable to leave their community because they are already on 
parole. If regional or local hospitals were established, they would get many of 
these patients. Narcotics wards in state or city hospitals, with specially trained 
personnel, would make it even easier for the addict. In case of relapse, it would 
be infinitely easier for the addict to go to a relatively nearby facility and to know 
that it were available whenever he should need it. This would also make him feel 
that the community had a genuine interest in helping the former addict to recover, 
by its concern with his problems of health, diet, family, housing, education, and 
other realities of living a drugless life. Since many addicts are members of minority 
groups who have experienced discrimination, it is important to help them feel that 
it is possible for them to achieve self-actualization and integration in the community. 
There is some evidence to show that community religious facilities can be very 
useful in rehabilitation of the addict.* 

One approach to treating addicts might be modeled after the successful experience 
of several states and countries in treating different kinds of delinquents.** After 
a period of re-education, and vocational rehabilitation, the patient is assigned to a 
volunteer sponsor in the community who is always available to the patient. This 
kind of permissive authority relationship may help provide a success experience 
with authority for the addict, who is likely to have had a bad experience with 
parental authority, which is perhaps partly responsible for his antiauthority behavior 
in taking drugs. The sponsor would be available to help the former addict to 
solve his problems of living, as they arise, and would see that the addict did not 
have to go back to the same social group which originally introduced him to drugs. 
The former addict can be strengthened to stay away from drugs to the extent to 
which he has access to friendly nonaddict individuals and groups. It is difficult, how- 
ever, for even friendly groups to understand that the addict sometimes relapses and 
“kicks” several times before his susceptibility to drugs is completely quenched. 

A related method of therapy is the kind of mutually-supportive group therapy 
offered by Narcotics Anonymous (NA), developed at Lexington in 1947 and started 
in 1949 by Daniel Carlsen, an ex-addict who spent a good part of his life in an 
almost single-handed attempt to help addicts to help themselves.* Its approach 
is similar to that of AA (Alcoholics Anonymous), and it has branches in many 
cities. It has used the “buddy system” successfully, by assigning an older member 


®1 See Easr HARLEM Protestant ParisH, New York, THE PROBLEM oF Narcotics (1956). 

*? The Big Brother and related groups in the United States represent a good example of how effective 
this approach can be. See Dyson CARTER, SIN AND ScIENCE (1955), for how effectively this has worked 
in rehabilitating prostitutes. 

®3 Daniel Carlsen died August 19, 1956. He required eight trips to Lexington to cure him of his 
addiction. He had been an addict for twenty-five years and spent nine of those years in jail. See 
Our Way of Life (n.d.), a pamphlet issued by the New York NA chapter. 
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of the group as a sponsor of each new member. NA only accepts members who are 
off drugs, and its meetings often provide constructive and reassuring opportunities 
for an ex-addict to hear his own problems discussed with other ex-addicts who have 
undergone the same sensations and difficulties. It is typical of our society’s attitude 
toward addiction that NA has never been able to raise funds in the community. 
Each attempt to raise money has been unsuccessful because the people approached 
were convinced that the money would be used to buy more drugs for the NA mem- 
bers! NA, however, has made a good start toward gaining public confidence and 
providing a useful facility for ex-addicts. It has underlined how important it is for 
ex-addicts to get reassurance and support from others in the community. 

Among the proposals now being considered to facilitate the community care 
of addicts is the suggestion that Lexington be used only for withdrawal, with re- 
habilitation to be conducted in the addict’s own community. Another suggestion 
would reserve a specific number of beds at Lexington for patients from each state, 
in exchange for which, the states would develop an after-care program for the addicts, 
who would be compulsorily admitted to Lexington. 

VI 
SoME PRoBLEMS IN THE TREATMENT OF ADDICTS 

Even if community hospital facilities were available, there are some addicts who 
cannot accept the hospitalization which is the recommended treatment. The non- 
hospital treatment of a patient with a current addiction presents a number of very 
difficult problems to a physician, who is violating the law if he issues a prescription 
for drugs. The addict is likely to be experienced at simulating symptoms so that 
he will be able to get drugs to alleviate his “pain,” or in cajoling the physician 
into giving him drugs “just this once.” The physician is likely to worry about the 
patient stealing valuables or prescription blanks. Psychiatrists are likely to recall 
the very few addict “cures” and to be reluctant to accept addict patients.°* Many 
psychiatrists do not realize that relapse to the use of drugs is to be expected in treat- 
ment. 

Psychotherapy with addicts poses many problems in establishing a therapeutic 
relationship. Drug addicts have seldom developed close interpersonal ties with 
others and are likely to have transferred their expectations of rejection by others 
to the therapist. They leave the therapy situation if they feel that it will merely 
duplicate their disappointment in other people, and this may help account for the 
extremely high percentage of therapy failures. Another reason for poor results is 
that the addict may enter the therapy situation in the belief that he will be able 
to get some drugs by convincing the therapist of his great need for them. Many 
psychotherapists will oniy accept an addict patient if he is off drugs, because of 
difficulties in coping with the addict when he is on drugs. 


®*MariE NyswAnpDER, THE Druc Appict as A Patient (1956), has an extremely thorough discussion 
of treatment procedure from the point of view of the physician and community. 
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Even if the addict gets into psychotherapy, he presents special problems, because 
addicts are patients who act out, or gratify repressed desires or unconscious tensions 
by social behavior which is not reality-oriented and which brings unhappiness and 
suffering. Many therapists have difficulty coping with patients who engage in 
acting-out behavior, and the special kind of antisocial syndrome common to addicts 
is perceived by some therapists as threatening to their own security system. The 
addict is a person who experiments with different kinds of satisfactions in order 
to raise his self-concept. The addict’s freedom from inhibitions and his “thrill 
seeking” may be threatening to some therapists, who may have unconsciously ab- 
sorbed their society’s moralistic attitude toward the sickness of addiction. The 
therapists’ inhibitions against delinquent behavior are acquired relatively late in 
their own socialization process and may, thus, be shaken by the addicts’ own de- 
linquent behavior. The addict-patient is likely to be extremely alert to any such 
attitudes on the therapist’s part and to respond to this implied censure, even though 
the addict is often a passive, nonaggressive patient. Psychiatrists working with crim- 
inals have found their ability to work with the patient is often impaired because they 
have absorbed their society’s attitude toward criminals, and this unconscious moral- 
izing interferes with the therapy. In as much as it is possible that the therapist may 
regard as most likely to be cured the kind of patient who most resembles himself, 
his orientation toward an addict-patient’s cure is likely to be doubtful, and the addict 
may pick up these cues from the therapist. 

Psychiatrists and psychotherapists in private practice, who should be in a relatively 
favorable position to conduct psychotherapy with addicts, have had almost complete 
failure. There have been only a very few psychotherapy success experiences. Group 
psychotherapy with the mothers of addicts has been tried experimentally, with dis- 
appointing results, but future groups may have greater success. Group psycho- 
therapy has been successfully attempted with the mothers of schizophrenics, and 
the possible similarity between the mothers of schizophrenics and of addicts suggests 
this as an area for future experimentation. 

Where depth-psychotherapy has been applied on a voluntary basis, as in the 
New York Narcotics Addiction Research Project, it was determined that some addicts 
seem accessible to psychotherapy. This project provides voluntary ambulatory psy- 
choanalytic treatment at little or no cost. The preliminary project data collected 
to date suggest that there may be relatively few special hazards for the therapists 
who treat addicts in private practice. It has also established that some addicts are 
interested in obtaining treatment and that successful treatment seems possible for 
some of these patients, who are staying in therapy and appear to be making progress. 
The great majority of the addicts who made contact with the project, however, did 
not follow through, for reasons which have not been determined. But since the 
project has been under way for slightly more than a year, which is a relatively short 
time in terms of the psychoanalytic treatment of addicts, it can be tentatively sug- 
gested that these preliminary findings are not discouraging, especially in view of 
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many of the participating therapists’ comparative lack of experience with addict 
patients. 

A Detroit municipal psychiatric clinic, established several years ago to help the 
addict on a purely voluntary basis as an out-patient facility, got only thirty-four 
voluntary patients in three years.° The Detroit clinic had the familiar pattern of 
missed appointments, irresponsibility, and apathy on the part of the addict-patients. 
The Chicago voluntary clinics, established to provide medical counseling facilities 
for addicts, report a generally weak motivation for treatment and frequent patient in- 
stability and unpredictability. Many others who have attempted to work with ad- 
dicts in a voluntary treatment situation have concluded that they can be relied 
on only to be unreliable and that this is part of their dynamic. 

In spite of these experiences of failure in psychiatric treatment, there are reascns 
for believing that some addicts should be good risks for psychotherapy. Some are 
very verbal about their condition and enjoy talking about themselves. They are 
used to being very aware of their perceptions and sensations. The therapy situation 
offers an opportunity for masochistic gratification by expiating guilt through reliving 
suffering. 

Working at Lexington, Johnston had fairly good results with group therapy.® 
Others, working with ambulatory, voluntary-therapy groups of addicts in an urban 
setting, have reported great difficulty in keeping their group together. Group therapy 
has the advantage of providing a constructive situation in which the addict can be 
helped toward socialization in the world outside the therapy situation, by working 
through his feelings about the other members of the therapy group. 

The many failures and relapses found in voluntary therapy with addicts have 
led many students to look askance at this kind of treatment, whether it be voluntary 
commitment to a federal hospital, voluntary admission to a community facility, 
or voluntary psychotherapy. The reasons given by addicts themselves for voluntarily 
seeking treatment are perhaps often to be regarded with some skepticism. The 
patient may have such a strong “habit” that he needs a large amount of the drug 
to get “high,” and after treatment, he can start all over again with a minimum 
dose. He may have lost his source of drugs, have no money, or may want to spite 
someone or avoid arrest. In general, however, a patient who is serious about sub- 
mitting to a voluntary cure should be highly motivated and have a relatively good 
prognosis, since recovery depends so completely on the patient’s desire to stay away 
from drugs. In one large-scale study, addicts who had had voluntary treatment were 


®5 See RASKIN, Op. cit. supra note 60, at 30. 

*¢Ti1. Dep’r oF Pustic HEALTH, MepicaL CounsELING C.inics For Narcotics Appicts (1953); 
Boshes et al., Management of the Narcotic Addict in an Outpatient Clinic, 113 AM. J. Psycutatry 158 
(1956). 

®7 See Fort, supra note 35, at 254. : 

*8 See Johnston, An Experiment in Group Pyschotherapy with the Narcotic Addict, in MANAGEMENT 
oF AppICTIONS 322 (Podolsky ed. 1955). 

®° See Lambert, supra note 15. 
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able to remain off drugs for longer (2.2. years) than addicts who had involuntary 
treatment (1.8), on the average.” 

Some students of addiction point to the comparatively few voluntary patients 
who complete the Lexington program or any other voluntary treatment program 
and urge that all treatment should, therefore, be mandatory. Even studies in private 
voluntary treatment show the importance of remaining for the full treatment period 
in relation to subsequent relapse."* A mandatory patient at Lexington is required 
to stay for the whole treatment program and usually is placed on probation or parole 
following his release. Thus forcibly reminded of the power of the law, mandatory 
patients are presumably better able to withstand the temptations of drugs, although 
the threat of punishment is no deterrent to the many probationers who go back to 
drugs. Addicts, however, tend to think of any compulsory treatment, even in a 
hospital, as having penal overtones which they want to avoid. 

Experience in a variety of treatment situations has shown that it is possible to 
conduct treatment with patients attending treatment on a mandatory basis. Under 
such conditions, it is possible for the therapist to establish a relationship with his 
patient. An authoritarian setting for treatment sometimes even helps the patient to 
get started into the treatment process and makes progress possible. A court can 
force a patient into a therapy situation, but once he is in it, a good therapist may 
be able to achieve a satisfactory relationship with the patient. 

In discussions of both voluntary and involuntary treatment, it is important to 
understand the relation between remission and cure. The word cure is to be used 
with great care in discussion of addiction.” It should not be used to mean temporary 
relief from physical dependence on a drug, because “cure” conveys the impression 
that the underlying cause of the addiction is being dealt with and there is total 
abstinence from the addicting drug. Any “cure” of a psychiatric illness in which 
the basic problems are not worked through may only lead to a situation in which 
the individual goes back to his original symptoms or to substitute symptoms. 
“Cure,” in most diseases, means that the sick person has recovered completely and 
can resume his usual activities. If a person has been taking an addicting substance in 
moderation before becoming addicted, we should expect that he could go back to 
moderate use of the substance after the “cure” had been accomplished. But with 
drugs, this is all but impossible, so that terms like “successful treatment” and “total 
abstinence” are more realistic than “cure.” ‘There are, however, some ex-addicts 
who have been off drugs for many years who gradually tapered off their intake, 
after they “kicked” the “habit,” until they completely lost their “yen.” Although 


7 MicHaEL J. Pescor, Fottow-Up Stupy or Treatep Narcotic Druc Appicts (U. S. P. H. Rep. 
Supp. No. 170, 1943). 

™ Knight and Prout, A Study of Results in Hospital Treatment of Drug Addiction, 108 Am. J. 
PsycHIaTRY 303 (1951), suggest that the patients who did not relapse stayed in the hospital an average 
of 5.4 months, as compared with an average of 3.3 months for all cases studied. However, Pescor, 
supra, note 53, in his follow-up study of Lexington patients, found no significant correlation between 
the length and effectiveness of treatment. 
™ See Reichard, supra, note 18. 
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addiction is a reflection of underlying personality, the addict’s recovery from his 
addiction does not depend on his recovery from any underlying psychiatric condi- 
tion, which might take many years, but on his feelings about the drug itself and 
his ability to substitute other patterns of adaptation for the drug, which is the 
addict’s whole system of adaptation. He must be aware of other possible patterns 
and be ready to accept them before he will give up something so satisfying as 
drugs. 

On the basis of present hit-or-miss methods of record-keeping, it is not known 
how many “cures” addicts undergo, especially since there is a paucity of data on 
self-treated or nonpublic hospital patients. One study of voluntary patients at a New 
York municipal hospital reported an average of four “cures” per addict.’* It is 
possible that the patient who has treatment at a federal hospital is from a different 
socioeconomic status and has attitudes toward addiction and “cure” which differ 
from those of the private patient.’* The number of “cures” undergone by these 
two groups might, thus, differ considerably. 

A study of teen-age drug users at the height of a recent addiction upsurge reports 
that only eighteen out of 313 were re-admitted to a hospital for drug use,’® but these 
patients are too young for any definitive determination of how long their addiction 
will last, since an addiction may last for a lifetime. Older studies report the addict 
to be between thirty and forty years of age, who has had a “habit” for from five to 
fifteen years."® The kind of person now becoming an addict is much younger. He 
is in his twenties and has been addicted perhaps a year or less by the time he comes 
in contact with the authorities.’7 These differences in the age and the length of 
the “habit” of addicts of an earlier period, as compared with the newer generation of 
addicts, may lead to a more hopeful recovery rate. Some of these adolescents and 
young adults should be relatively amenable to treatment. They are often likely to 
be aware of social and cultural demands and to be able to express overt anxiety, 
which should help them in psychotherapy. However, a severe personality problem 
usually starts early enough so that it can be well embedded by the teens. 

Many physicians know of addicts who have cured themselves by the “cold 
turkey” method, going into seclusion while they undergo the extremely painful and 
cruel abstinence syndrome. Although definite statistics are lacking, many addicts, 
perhaps reflecting their need to suffer, believe that there is a greater percentage of 
cures in this group than with any other method. One explanation for this is that 


78 Lambert, supra note 15, at 471. 
™ Knight and Prout, supra note 71, report that the seventy-five private patients they studied are 


from middle-class or better-than-average homes and began using drugs at a comparatively late age (37.2). 
™ New York Ciry Mayor’s CoMMITTEE ON Druc AppIcTION, INTERIM REPoRT, Druc ADDICTION 
Amonc TEEN AGERS (1951). 

7 Epwarp C. JAaNpDy AND Maurice Fiocu, Narcotic AppicTIon as A Factor 1n Petry LARCENY IN 
Detroir (Detroit Bureau of Governmental Research Report No. 145, 1937); Knight and Prout, supra 
note 71. i 

™7See New York City Mayor’s CoMMITrEE ON DruG ADDICTION, op. cit. supra note 75. Else- 
where in this symposium, the peculiar problem of the juvenile addict is more extensively discussed. 
Chein and Rosenfeld, Juvenile Narcotics Use, infra 52-68. 
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the addict who is willing to undergo the rigors of “cold turkey,” which addicts 
frequently discuss among themselves, has a stronger motivation to recover than 
does the addict who enlists outside authorities and facilities. The addicts who under- 
go “cold turkey” seldom do so deliberately, but because they have run out of either 
money or drugs, or because they want to avoid becoming known to the authorities. 
Some addicts feel so bad after a “cold turkey” experience that they go right back 
to drugs. It is impossible to know how many addicts have cured themselves in 
this way, although there may be many who have. There are addicts who stop 
taking drugs because their life situation changes, but addicts have difficulty in self- 
treatment for the same reason that a neurosis can seldom be self-treated: most people 
continue to live within the framework of their established patterns of behavior, 
and they cannot see their own blind spots. 


Vill 
CONCLUSION 


There can be no single program for the elimination of an illness as complex 
as drug addiction, which carries so much emotional freight in the community. 
Cooperative interdisciplinary research and action, more local community participa- 
tion, training the various healing professions in the techniques of dealing with addicts, 
regional treatment facilities, demonstration centers, and a thorough and vigorous 
post-treatment rehabilitation program would certainly appear to be among the mini- 
mum requirements for any attempt to come to terms with this problem. The addict 
should be viewed as a sick person, with a chronic disease which requires almost 
emergency action. 

The study of the dynamics of addiction is a relatively new field. We must study 
the successes in the treatment of addiction to find out how they were achieved. 
Schizophrenia and juvenile delinquency used to be regarded as hopeless conditions 
until new methods were found to reach schizophrenics and juvenile delinquents. 
New methods for the treament of addiction can also be found, and they will help 
to bring the study and treatment of addiction out of the penumbra. 





SOCIAL AND PSYCHOLOGICAL FACTORS IN 
NARCOTICS ADDICTION 


Joun A. Criausen* 


I 
INTRODUCTION 


Narcotics addiction is both a psychophysiological state and a social category. It 
is a product of behavior learned within a social context and cannot be adequately 
understood apart from that context. The prevalence and consequences of drug ad- 
diction in any society depend as much upon the social and legal definitions placed 
upon the nonmedical use of narcotics as upon the nature and effects of narcotics or 
the nature of persons who become addicted. These definitions generally evolve in 
harmony with the general orientations of the society toward various types of experi- 
ence, though in some instances, they may be imposed by groups having special in- 
terests in and concerns about the problem of narcotics use and addiction. 

In contemporary North America, narcotics addiction tends to be regarded with 
horror. The “dope fiend” and the drug peddler are subject in the popular mind to 
the same loathing and abhorrence that attaches to the “sex maniac.” The addict’s 
apparent lack of will power and rejection of goals other than the support of his 
drug habit are utterly antithetical to the Protestant ethic, with its injunction to moral 
responsibility and striving. 

Intensifying the strong social disapprobation of the addict has been the change in 
legal definition attaching to drug use and drug possession since passage of the Harri- 
son Act in 1914.’ The maintenance of addiction now requires that one be a criminal, 
whereas addicted persons could previously obtain their drugs at very low cost through 
legitimate drug channels. This action was, of course, designed to protect the popula- 
tion against the dangers of addiction through innocent medicinal use or self-experi- 
mentation with narcotic drugs. Coupled with the new legal definition of drug use, 
however, came the designation of the addict as “enemy” by enforcement personnel 
and the solidifying of underworld ties and identifications on the part of many 
addicts. Thus, stereotypes of the addict were reshaped and widely circulated and, 
to a degree, they were confirmed by the subsequent responses of addicts forced to 
work out new modes of survival. It is beyond the scope of this paper to explore the 


* A.B. 1936, A.M. 1939, Cornell University; Ph.D. 1949, University of Chicago. Chief, Laboratory of 
Socio-environmental Studies, National Institute of Mental Health, U. S. Department of Health, Education, 
and Welfare. Author, SocioLocy AND THE FieLD oF MENTAL HEALTH (1956), THE Impact oF MENTAL 
ILLNEss ON THE Famity (1955), amd several research monographs. Contributor to sociological and 
psychiatric periodicals. 

* Act of Dec. 17, 1914, c. 1, 38 Stat. 785, as amended, 26 U. S. C. §§ 4701-36 (Supp. III, 1956). 
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larger social process whereby cultural orientations to narcotics addiction are shaped, 
but it is important to note that such orientations are not immutable. 

It must be noted also that there are a number of societies in which the nonmedical 
use of narcotics is tolerated or even accepted. Among the Chinese literati, opium- 
smoking was long an approved way of achieving a highly valued contemplative state. 
Hsu notes the appropriateness of this practice in terms of a general tendency of” 


. . the situation-centered Chinese . . . to seek harmony with the environment . . . in 
drugs like opium which enable a person to retreat into a state where conflict with the 
environment is reduced even more and the likelihood of giving vent to an individual whim 
is even more remote. 


Carstairs has also noted how general cultural orientations influence specific attitudes 
toward intoxicants, contrasting the Brahmin’s use of hashish with the Rajput’s use of 
alcohol.? These groups live side by side in India. The Rajput, a warrior group, live 
in anxiety that they may not prove adequate in the face of danger. They are readily 
inclined to escape from their anxieties in the convivial relaxation of the drinking 
party. The Brahmin, on the other hand, are governed by a code of asceticism 
which completely rules out the use of alcohol. But by drinking bhang, a concoction 
of hashish, they achieve a more profound mystical experience, which is the goal they 
seek. 

To cite yet another example of the way in which social meanings determine the 
consequences of drug use, Slotkin has recently listed some of the uses of peyote (a 
cactus button whose chief narcotic ingredient is mescaline) among American Indian 
tribes prior to 1891. These include individual use to reduce fatigue and hunger, to 
treat medical conditions, to induce visions for supernatural revelation, and as an 
intoxicant, and collective use in tribal rites and as a basis for a religious cult. 

From these examples, and many others which might be drawn from the anthro- 
pological literature, it seems clear that narcotics use may serve a variety of functions 
both for the individual and for the collectivity to which he belongs. Group member- 
ship, rather than individual personality make-up, is frequently the determinant of 
drug use. In’ some instances, such use seems to entail addiction; in others, ritual 
elements may be paramount, and infrequency of use coupled with injunctions against 
nonritual use may tend to prevent addiction for most participants. 

Turning again to the United States, we may ask whether there are collectivities 
within which narcotics use is tolerated or even approved. If so, it is important to 
understand the basis for membership in such collectivities and the social supports of 
a practice so vigorously condemned in the larger society. As a first step toward ex- 
ploring these matters, we shall review currently available data on the distribution 
and social background of narcotics addicts in the United States. 

® Francis L. K. Hsu, AMERICAN AND CHINESE 62 (1952). 


® Carstairs, Cultural Factors in the Choice of an Intoxicant, 15 Q. St. Ac. 220 (1954). 
*Slotkin, Peyotism, 1521-1891, 57 AM. ANTHROPOLOGIST 202 (1955). 
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li 


Tue DistrisuTion oF Druc AppicTION IN THE UNITED STaTes 

The total number of drug addicts and their distribution in the population can 
only be estimated from the number and characteristics of those who become known 
to the courts and to treatment centers. Unfortunately, few court systems or hospitals 
have systematically tabulated data on the characteristics of addicts who have been 
apprehended or have come for treatment. As a consequence, our over-all knowledge 
is based on fragmentary data from a number of sources, perhaps the best of which 
is constituted by statistics on addicts treated at the Public Health Service hospitals. 
A much greater measure of information is provided by the findings of recent ex- 
tensive studies of addiction in New York and Chicago. 

The nature of available data on drug addicts precludes any analysis of rates of 
addiction for regions or states. The Public Health Service hospitals at Lexington, 
Kentucky, and Fort Worth, Texas, receive addicts from all states, both as federal 
prisoners and as voluntary patients. In recent years, roughly one-half of these addicts 
have come from four populous states with large metropolitan areas—New York, 
Illinois, Texas, and Ohio.> These states, together with the District of Columbia, not 
only send more patients to the Public Health Service hospitals for treatment of 
addiction than do any other states, but are represented by a higher rate of patients 
relative to the total population. Moreover, the great bulk of this group of hospital 
admissions is comprised of voluntary patients who have come from metropolitan areas 
in the states mentioned. Strictly comparable data for an earlier period are not 
available, though Pescor’s analysis of the first group of admissions to the Lexington 
hospital suggests less concentration in metropolitan areas two decades ago.® 

It appears also that there has been a significant increase in recent years in the 
proportion of Negro drug addicts and in the proportion of adolescents and young 
adults who are addicted. Less than ten per cent of the addicts received at the Lex- 
ington Public Health Service Hospital during its first year were Negroes; in recent 
years, nearly two-thirds have been Negroes. Less than ten per cent of the addicts 
received two decades ago were under twenty-five years of age; in recent years, 
over thirty per cent have been under twenty-five years of age. 

The same trends are clearly evident in data from a number of communities. 
In Chicago, for example, Dai analyzed the characteristics of 2,439 addicts who were 
arrested on narcotics charges or treated for addiction during the period 1928-34. 
Eight per cent were under twenty-five years of age. Seventy-seven per cent were 
white (overwhelmingly native-born), seventeen per cent were Negro, and six per 
cent were members of other racial groups, largely Chinese. At that time, these other 


5 These and other data on recent admissions to the Public Health Service hospitals for the treatment 
of narcotics addiction are derived from unpublished tables prepared in the Division of Hospitals, United 
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racial groups comprised less than one per cent of the Chicago population, Negroes 
comprised seven per cent, and whites ninety-two per cent. In a study made two 
decades later, the staff of the Chicago Area Project found that nearly one-half of the 
approximately 5000 drug users officially known to the Police Narcotics Bureau and 
other agencies was under twenty-five years of age.* Negro narcotics users now 
constitute a substantial majority of those users known to official sources in Chicago. 

Pescor’s study of early admissions to the hospital at Lexington revealed an edu- 
cational distribution not markedly different from that of the total population at the 
time, except for the unduly high proportion of graduates of professional schools. 
The latter finding reflects the relatively high rate of addiction among physicians, 
nurses, pharmacists, and dentists, all of whom have ready access to narcotics. The 
greatest concentration occupationally was in the domestic and personal service cate- 
gory, especially among waiters, porters, and the like. All major occupational groups 
were well represented, however. Dai’s Chicago study revealed a generally similar 
occupational distribution of addicts: disproportionately high numbers in the personal 
service trades and in entertainment, but, nevertheless, a broad representation of major 
occupational categories..° Dai’s sample did not include physicians and druggists, 
because of restrictions on the use of records relating to offenses of this group. Tab- 
ulations of recent admissions to the Public Health Service hospitals indicate little 
change in the occupational categories which are overrepresented in the addict popu- 
lation. As a consequence of the younger age of the addicts recently admitted, how- 
ever, more are reported as having no regular occupation. It must be noted that the 
occupational designation of many addicts does not represent a continuing or current 
mode of earning a living, since many engage in illegal pursuits. Nevertheless, in 
examining the process whereby narcotics use is learned, we shall note that certain 
occupational groups are much more strategically placed for such learning than are 
others. 

Perhaps the most revealing picture of the distribution of narcotics use in metro- 
politan populations is afforded by mapping the residences of drug users and com- 
puting the rates of known users per thousand of population. Dai carried out such 
an analysis iri the earlier study referred to above. Nine of Chicago’s 120 sub- 
communities, as then delineated, contained roughly five per cent of the total popula- 
tion, but fully half of the known narcotics users." The areas with high rates of 
drug addicts were areas of lowest socioeconomic status and of greatest urban blight. 
They were characterized by low proportions of persons living in family groups, high 
population mobility, high rates of juvenile delinquents and adult criminals, and, 
indeed, high rates of a wide variety of social problems. Family groups living in such 
areas tended to be migrants of relatively recent years, sifted into the least desirable 
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areas of residence, largely because they were least advantaged in the competitive 
process. 

The more recent researches of the staff of the Chicago Area Project reveal that 
the residential distribution of the great bulk of present drug users is very similar to 
that found by Dai two decades ago. In the intervening period, however, there 
has been a considerable change in the population of many of the areas of highest 
drug use. The expanding Negro population has replaced earlier foreign-born mi- 
grants who had settled in some of these deteriorated areas of the city. The personal 
characteristics of residents of many of these areas have, thus, changed, but the 
problematic social characteristics of the areas are essentially the same. 

A similar residential concentration of drug users was found by Chein and his 
associates in studies of the distribution of narcotics use among adolescents in New 
York City.” Three-fourths of the adolescent users were found to live in just 
fifteen per cent of the city’s census tracts. These tracts constituted the poorest, most 
crowded, and most physically dilapidated areas of the city. Further, within these 
tracts, drug use was highest where income and education were lowest and where 
there was the greatest breakdown of normal family living arrangements. They were, 
in large part—but by no means exclusively—areas of residence of the Negro and 
Puerto Rican population of the city. On the other hand, many other areas of Negro 
and Puerto Rican residence which were less deprived and less socially disorganized 
had low rates of drug use. 

In no subcommunities of New York or Chicago does it appear that a majority 
of the population is addicted to the use of narcotics. There are areas in both cities, 
however, where as many as ten per cent of the young adult males have been appre- 
hended or treated for narcotics possession or addiction. We must look, then, to the 
conditions of life within these areas for clues as to the factors which make narcotics 
addition so much more prevalent there than in the larger society. 


III 


Inpuction To Narcotics Use 

The most essential precondition to becoming a narcotics addict is, of course, that 
one have access to narcotics and to a knowledge of how they are used. Beyond this, 
one must have some motivation for trying the drug—whether to relieve pain, to 
produce euphoria, to please a loved person, to achieve acceptance in a group, or to 
achieve some other goal. The goal need have little to do with the specific effects 
of the narcotic. Moreover, the motivation or goal of initial drug use must be 
sharply distinguished from the motivation to maintain a drug habit. The latter is 
a product of learning which seems to depend on the interaction between drug effects, 


12 Chein, Studies in Narcotics Use Among Juveniles, 1 Social Work 50 (1955). The problem of 
the juvenile user is explored in greater detail elsewhere in this symposium. Chein and Rosenfeld, 
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especially in the first experience of withdrawal, and the self-conception of the drug 
user. 

Prior to the passage of the Harrison Act, many persons became habituated to 
narcotics through the use of patent medicines containing opium derivatives. Some of 
these persons apparently remained unaware of their dependency upon narcotics and 
so can hardly be termed addicts. That many became addicted, however, is evi- 
denced by the number of popular “cures” that were offered for chronic opium 
intoxication."* These ranged from home remedies which simply substituted one 
narcotic form for another to private hospitals or sanatoria, with profit rather than 
therapy the primary aim in most instances. 

Subsequent to 1914, the environment of most Americans did not provide easy 
access to narcotics for nonmedical use. How, then, have additional addicts been 
created? Have they been recruited systematically by drug peddlers? Have they 
been grossly deviant persons who sought out illegal sources of supply in order to 
experience drug euphoria? 

For information on the process of induction to drug use, we must rely upon the 
addict’s own story. Often this story is slanted so as to put the subject in a favorable 
light. Nevertheless, there is sufficient corroboration in the stories of many persons 
with divergent backgrounds and attitudes to say that, by and large, addiction is not 
primarily to be ascribed to the effectiveness of drug peddlers or to initial purposive 
seeking after narcotics on the part of those who become users. 

The studies of Alfred Lindesmith and Bingham Dai in the 1930’s suggest that 
the most usual pattern of induction into drug use was through intimate personal 
association with an addict. In many instances, this person was not sought out 
because he was an addict; this fact was discovered after a personal tie had been 
established. Dai notes that:’* 

The process in which this pattern of opium addiction is taken over by an individual is 
not very much different from that in which other cultural patterns are transmitted. 
In a number of cases we found that the drug habit was started less for the effect of the 
drug than as a sign of identification with the group they happened to be in.... This 
process of ideritification is found to take place when a young person associates with an 
older one who uses drugs and who, because of the habit or otherwise, commands the 


former’s admiration and respect, or when two persons are in some form of love relation- 
ship . . . when one of them is a drug user. 


Such identifications most often took place in settings where the individuals were 
removed from effective ties with conventional groups to which they had belonged. 
Some of Dai’s subjects were introduced to drugs at “pleasure parties,” to which they 
were taken by more experienced friends or dates. Others were introduced to drugs 
by prostitutes or in homosexual relationships, through pool-hall and dance-hall 
associations, through association with co-workers in hotels and restaurants, or, in a 


28 See CHaRLES E. TERRY AND MILDRED PELLENS, THE OpiuM PROBLEM esp. c. 2 (1928). 
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few instances, by the purposive urging of peddlers. Most of these addicts had not 
started life in the areas where drug use is most prevalent. They had come to such 
areas for a variety of reasons—in search of inexpensive living quarters, in the course 
of employment (bellhops, porters, entertainers), or in search of freedom from the 
restraints of the moral order of the larger society. Many were deviants from con- 
ventional morality well before they had tried drugs. 

The recent increase in addiction by younger persons suggests some change in 
the mode of induction to drug use. Undoubtedly, some adult users are still be- 
coming addicts through associations in settings removed from their home com- 
munities. Many of the younger users, on the other hand, are acquiring drug habits 
in their home communities. Psychiatric and sociological studies of younger addicts 
are in agreement in finding that most of these boys acquired their first experience 
with drugs in a group setting or at the initiative of a close friend.’” Sometimes 
several friends would decide, in the course of collective activities, to try marijuana or 
heroin for “kicks.” In other instances, an experienced boy would introduce others 
to drugs at or preceding parties. Most young drug users first smoke marijuana and 
then go through a progression of steps in heroin use—from snuffing to subcutaneous 
injection to intravenous injection. There is general agreement that the great ma- 
jority of these users were not tricked into addiction by drug peddlers. There seems’ 
also to be general agreement that the narcotics use of these recent addicts is to be 
understood, at least in part, in terms of social processes and problems of adjustment 
which are widespread in the slum areas where drug addiction is most prevalent. 

The individual who becomes a narcotics user often passes through a number 
of stages in becoming incorporated into groups where delinquency and drug use are 
habitual behavior patterns. Becker has analyzed the stages in becoming a marijuana 
user in terms of the person’s relationships to the controls of the larger society.’® 
Typically, the prospective marijuana user is introduced to the drug through partici- 
pation in some group, one or more of whose members has access to a source of supply. 
The drug is most often proffered by an experienced user who teaches how it can 
be used to produce the desired effect. 

The neophyte is likely to worry about the consequences of being found out. He is 
reassured by the more experienced boys who appear to engage in the activity with 
impunity. The beginner may share the popular stereotype of the marijuana user as 
one whose will power is destroyed and whose behavior rapidly becomes uncon- 
trollable. If such moral reservations or the fear of consequences are strong enough, 
they prevent the exposed subject from succumbing to the temptation of trying the 
drug. Often, however, the novice will acquire observations and rationalizations 
which permit him to reject the stereotype, to try a “reefer,” and to justify occasional 


use. 
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Occasional use is, at first, a function of availability—which entails being with 
others who can provide the marijuana—but in time, there is likely to be a move 
toward finding a stable source of supply. With continued use, efforts to conceal 
the fact from nonusers are likely to persist, but one achieves greater feeling of 
safety in the presence of other marijuana users. There is now also a clearer rejection 
of the conventional moral injunctions against drug use, coupled with such rational- 
izations as the observation that conventional persons may engage in much more 
harmful activities—for example, use of alcohol. 

Finally, Becker observes, the occasional user may become a regular user, with 
his “connections” for securing a supply of the drug, a fairly well-established mode 
for avoiding the problem of detection and for coping with pressures from con- 
ventional persons relative to drug use, and a rationale for handling the issue of 
morality in the face of his emotional dependence on the drug. 

Many marijuana users do not become opiate users. Indeed, it appears that mari- 
juana use is much more widely prevalent both in northern metropolitan areas and 
in the Southwest than is the use of opiates. Owing, however, to the apparent 
coalescence of sources of marijuana and of heroin supply in recent years, and owing 
to the fact that marijuana use may constitute a major step toward identification with 
unconventional values and activities, Becker’s analysis is a substantial contribution to 
our knowledge of the process of becoming a heroin user. 

In most instances, it appears that the sequence which includes first marijuana use 
and then heroin use is itself a late phase of a much longer process whereby the 
individual is incorporated into a subculture whose norms are deviant from those 
of the larger society. The social settings within which the process occurs may vary 
somewhat, as may the specific subcultural contexts which are learned. The most 
common form of setting within which deviant or unconventional behaviors are 
learned is that of “street-corner society.”'7 Many adolescents and young adults in 
urban slum areas interact with their peers “on the street” during most of their waking 
hours. Such interaction is much less under the surveillance of adult or authority 
figures and much less subject to conventional controls than is the social activity of 
adolescents and young adults in more favored communities. 


IV 


Aspects oF LiFE IN THE Ursan SLUM 


We have noted that the areas of highest rates of drug use tend to be areas of 
residence of the most disadvantaged groups or individuals and of other persons 
whose residence there reflects rootlessness or a desire to participate in unconventional 
behavior without undue restriction. In most such areas, there is high mobility, 
a continuous sifting of population. The great diversity of origins of population, the 
pressing concern with immediate problems of subsistence and gratification, the power 


17 The term was coined by William F. Whyte, who studied social relationships among young adults 
in an urban slum in a northeastern city. See Witt1am F, Wuyte, Street Corner Society (1943). 
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wielded by representatives of the organized underworld—these and many other 
aspects of the social order in such areas effectively prevent concerted action for com- 
munity social controls on the part of those local residents who desire a more stable 
and moral order. 

The picture of the delinquent subculture found within the urban slum has been 
drawn many times. Perhaps less familiar is the fact that the law-abiding and morally 
responsible citizens of such areas also tend to share many beliefs and attitudes which 
are different from those held in the larger middle-class society. Middle-class Ameri- 
cans often find it difficult to realize that the goals to which they aspire and the 
values which they take for granted do not entirely pervade the population. Socio- 
economic status is significant not merely in terms of the physical style of life that 
can be maintained and the security from want that is offered by a stable and adequate 
income; it is also reflected in the approach one takes to pleasure and to pain. The 
lower-class pattern of life, for example, puts a high premium on immediate physical 
gratification, on free expression of aggression, on spending and sharing. Cleanliness, 
respect for property, sexual control, educational achievement—all highly valued 
by middle-class Americans—are of lesser importance to the lower-class family or are 
phrased differently. 

The merits of conventional morality are easily perceived by the child growing up 
in a middle-class family. To a considerable degree, his wants will be taken care of 
and his future assured if only he will follow the precepts that are presented to him 
by his family, the schoois, and the many character-building associations with which 
he comes into contact. The child growing up amid the disorganization of an urban 
slum, however, has available neither the models upon which to pattern himself nor 
the assurance that being “good” will pay off. Indeed, he is likely to hear and see 
that “everybody has his racket” and to learn early in life that this applies to the 
representatives of law and order as well as to underworld groups. Attitudes toward 
authority and identifications with other persons are, of course, significant dimensions 
in personality development, helping to determine one’s responses to social situations 
and to determine success and failure in many undertakings. 

Students of personality development in the urban slum have pointed up a num- 
ber of sources of personality distortion or vulnerability which frequently characterize 
child-rearing in this social milieu.’* These include absence of a stable father figure 
in the family, exposure to the overtly exploitative use of sex, repeated frustrations 
of affectional needs, rebuffs related to minority-group status, and a host of more 
subtle influences. The consequences are seen in frequent manifestations of personal 
insecurity, problems of sexual identification on the part of males, rebellious attitudes 
toward authority, and various defensive maneuvers and tendencies to escape through 
gambling, intoxicants, and other “kicks.” 


18 See, ¢.g., ABRAM KARDINER AND LIONEL OvesEy, THE MARK OF OppREssiION: A PsycHO-sOocraL 
Srupy oF THE AMERICAN NEGRO (1951); JAMES S. PLANT, PERSONALITY AND THE CULTURAL PATTERN 
(1937); B. M. Spincey, THe DEPRIVED AND THE PRIVILEGED: PERSONALITY DEVELOPMENT IN ENGLISH 


Society (1953). 
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Returning more specifically to narcotics use in street-corner society, we may note 
that it is one form of the search for “kicks” which frequently dominates the activities 
of groups of youths who find conventional activities and opportunities unattractive. 
The availability of narcotics within such areas is, of course, related to the fact that 
adult drug users and drug suppliers can best live and operate in these areas. Dai 
found that three-fifths of his sample of Chicago addicts lived within the same 
census tract as that in which they were apprehended for selling or possessing drugs.’® 
The opportunities of adolescent and adult residents of these areas to come into 
contact with users and suppliers are, thus, numerous. Moreover, in such areas, 
Chein found that even among junior high school students, a substantial proportion 
had tolerant attitudes toward drug use, coupled with almost complete ignorance 
about drug effects and the consequences of addiction. 

The research findings and interpretations thus far examined have borne upon 
the sociological question: Why is drug use most prevalent in certain areas and among 
certain population groups? We turn next to the more strictly psychological aspect 
of the problem: Why do some persons become drug users and addicts while others 
from the same environments resist doing so? 


V 
PERSONALITY AND Druc AppicTION 

Research on the role of personality variables in narcotics addiction has been 
carried out almost exclusively in institutions where addicts have been confined for 
treatment or among those receiving psychoanalytic therapy. Psychoanalytic writings 
on drug addiction provide a number of plausible and sometimes convincing formu- 
lations as to the functions performed by the drug in the psychic economy.” The 
inferred psychodynamics vary somewhat in the several formulations but are gen- 
erally seen as part of a regressive manifestation to which orally-fixated and narcissistic 
personality types are most prone. The prevalence of such narcotics-prone types in 
the population has not, however, been established, nor do the older psychoanalytic 
studies go beyond the broad theory of psychosexual development in tracing the 
significant developmental aspects. They do suggest that profound alterations of 
personality may occur in the course of addiction as a consequence of the substitution 
of narcotics for social and sexual realities. 

Apart from the psychoanalytic studies, psychiatrists who have worked with older 
addicts in public hospitals for the treatment of addiction have tended to regard a high 
proportion of the addict population as tending toward the “psychopathic personality.” 
Thus, of the group of early admissions to the hospital at Lexington, previously re- 
ferred to, Pescor notes that eighty-eight per cent were classified under the rubrics 


19Dal, op. cit. supra note 7, at 93. 
2° Among the most influential of these are the writings of Glover, Rado, and Simmel. A _ useful 
review of this literature is afforded by Crowley, Psychoanalytic Literature on Drug Addiction and 
Alcoholism, 26 PsycHoanatytic Rev. 39 (1939). 
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“psychopathic diathesis,” “inebriate personality,” and “psychopathic personality.”** 


But most of these addicts had been part of a narcotics subculture for a number of 
years. The majority had spent time in correctional institutions. Their interests and 
attitudes reflected the way of life of the criminal, the outcast, or, at very least, the 
self-recognized deviant. It seems highly questionable that similar personality classi- 
fications would have been made before these men became addicts. Beyond this fact, 
the very concept of the psychopathic personality is fraught with confusion and, to a 
large extent, discredited. 

The more recent studies of younger addicts take one back closer to the preaddiction 
personality and, in this respect, would seem to permit more valid inferences. Fort,” 
and Gerard and Kornetsky** have studied young adult addicts at the Lexington 
hospital. They agree in regarding the bulk of the young addicts as emotionally dis- 
turbed, some of them bordering on schizophrenia, a smaller number overtly psychotic. 
They agree likewise that these young men manifested disturbed interpersonal rela- 
tionships with peers and adults. Anxieties about difficulties in relating to others 
and feelings of isolation and loneliness were frequently experienced, but tended to 
disappear under drug influence. Problems of sexual identification and conflict over 
emotional impulses also characterized many of these young adults. A somewhat 
younger group of narcotics users, studied at Bellevue, showed similar personality 
tendencies, though gross pathology was less often manifest.”* 

The research of Gerard and Kornetsky is particularly revealing, because they 
also studied a control group of nonaddicts drawn from the same milieu as the addicts. 
Their controls were, in fact, nonusers who were friends and acquaintances of young 
addicts in New York City. Psychiatric interviews and projective testing suggested 
that the addicts studied at Lexington exhibited a significantly greater degree of 
disturbance along the lines noted above. The two groups were by no means clearly 
differentiated, however. Test responses which are generally regarded as evidences of 
pathology were given by a higher proportion of the addicts than of the controls, 
but for any given index, a substantial minority of the control subjects gave such 
responses and a substantial minority of the addicts gave what would be considered 
acceptable or normal responses. The sharpest differentiation between the two groups 
was afforded by the psychiatric diagnosis: none of the addict subjects were classified 
as normal adolescents, while forty-three per cent of the control subjects were so 
regarded.”> Gerard and Kornetsky classified nearly one-half of their addict group 
as suffering from overt or incipient schizophrenia. More than one-fifth of their 
controls received the same label. Two-fifths of the addict group was classified under 
the heading “delinquency-dominated character disorder,” though none of the controls 


21 PEscor, op. cit. supra note 6, at 29. 

22 Fort, supra note 15. 

*8 Gerard and Kornetsky, Adolescent Opiate Addiction: A Study of Control and Addict Subjects, 29 
Psycntatric Q. 457 (1955). 

*“See Zimmering, supra note 15. 

*5 Gerard and Kornetsky, supra note 23, at 479. 
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was so classified. On the other hand, one-fourth of the controls were seen as suffer- 
ing from “serious neurotic disturbances.” 

The interpretation of such psychiatric diagnoses is a difficult task. The examining 
psychiatrist must, perforce, know that the subject before him is either an addict or a 
control. By virtue of his psychiatric training, he is likely to start with the hypothesis 
that drug addicts are, indeed, bearers of deep psychopathology. When the addict is 
interviewed within a narcotics hospital, it seems likely that his responses may be 
somewhat different than those of a person living a free life in the community. 
Moreover, the examining psychiatrist and the addict are nearly always members of 
very different social worlds. They possess different life goals, conflicting values, 
antithetical loyalties. These several factors would seem to maximize the probability 
that a diagnosis or label of psychopathology would be placed upon the addicts 
studied within the narcotics hospital. The problem of different social worlds 
would, however, apply to a considerable degree to control subjects drawn from 
the same areas of the city and the same peer groups as the addicts. In the present 
state of knowledge of psychiatric diagnosis, it is highly questionable whether valid 
classifications can be made within populations whose way of life is markedly di- 
vergent from the middle-class society in which psychiatric classifications have been 
molded. In addition to the diagnostic problem, there is the possibility of bias due 
to selective factors determining who receives treatment. Only a small minority of 
drug users who are apprehended for narcotics possession or sale are sent to treatment 
settings. The majority of those receiving treatment have sought such treatment 
or have acquiesced to it as a result of pressures from family or others. They may 
differ quite significantly in personality make-up and in their integration into the 
subculture of drug use from the addicts who have not sought treatment. One might 
hypothesize that those who sought treatment felt most psychic distress and suffered 
most from inability to relate to others. For this reason, one cannot safely generalize 
findings derived from the treatment setting to the entire population of drug addicts. 

Side by side with these reservations that derive from methodological considera- 
tions, there must be placed the data earlier presented on the traumatizing and distort- 
ing aspects of personality development in urban slum areas. That is, there is every 
reason to believe that the prevalence of personality disturbance among young per- 
sons growing up in the areas with highest rates of drug addiction is markedly 
greater than among young people developing in more favored neighborhoods. The 
latter afford both stable family settings in which the child can identify with persons 
who are successful by the standards of the larger society and opportunities to in- 
ternalize a consistent set of moral principles while subject to a consistent set of 
external social controls. It is rather startling to find that studies of personality de- 
velopment in urban slum areas, before the advent of widespread narcotics use among 
young people in such areas, stressed precisely the same personality attributes and 
pathological developments as have been recently noted among the young addicts. 
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For example, in a study of adolescents in a London slum, Spinley has observed wide- 
spread manifestation of the following characteristics :*° 

. a basic insecurity; a serious sexual disturbance which is associated with feminine 
identifications; an inability to form close affectional ties; an absence of a strong and 
efficient super-ego; an inability to postpone satisfaction and an absence of conflict over 
pleasures; a highly sensitive ego and marked narcissistic trends; a ready aggressiveness; 
a tendency to “leave the field” when circumstances are experienced as unpleasant; a 
rebellious attitude toward authority. 


It would seem that the prevalence of such characteristics, coupled with the avail- 
ability of narcotics and the laxness of local social controls, would constitute important 
predisposing influences to drug use and addiction. One may say that the level of 
personal vulnerability is exceedingly high, but this vulnerability does not necessarily 
lead to drug addiction unless a number of other conditions are met. It is quite 
possible that somewhat different aspects of personality or personal vulnerability tend 
to predispose to initial experimentation with drugs on one hand and to becoming 
a habitual user on the other. Wikler has observed that the intensity of drug 
attractiveness is enhanced for persons who have a high level of anxiety with refer- 
ence to pain, hunger, and sexual urges. He suggests that degree of attractiveness of 
narcotics is related to personality structure, though not necessarily to neurosis and 
psychopathy as such.” For persons reared in the environment that has been de- 
scribed, drug use would seem often to have a high functional utility. 
VI 
THE ImMpoRTANCE OF THE FAMILY AND PATTERNS OF AssOCIATION 

It seems clear that drug addiction, whether among adolescents or among older 
persons, is not to be “explained” in terms of characteristics either of the environment 
or of the individual personality. That is to say, it is not to be explained in terms 
of static conditions operative at any given time. It is rather to be viewed in terms 
that one might use to analyze the development of a career. In any environment 
which affords a choice among alternatives, the individual selects out certain associa- 
tions and interests in line with his past experiences and with situational influences. 
Certainly the most important single influence in setting early orientations toward 
one’s choice of associates and interests is the family. 

Chein’s research and the psychiatric studies of younger addicts have suggested 
that the great bulk of addicts come from families where there were disturbed re- 
lationships between the parents and where there were vague or inconsistent standards 
for the boy’s development. Such family types, again, seem to be widely prevalent 
among populations living in the most depressed areas. As we have noted, however, 
not all boys from such areas become delinquents or drug users. Those who resist 
incorporation in the delinquent subculture seem to come from families that offer more 


2° SpINLEY, Op. cit. supra note 18, at 79. 
27 ABRAHAM WIKLER, OPIATE ADDICTION 55 (1953). 
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consistent warmth and guidance to their members. This is not to say that these 
boys are wholly insulated from delinquency and drug use. Children from the most 
stable and supportive family are likely to come into contact with delinquency and 
drug use in the most deteriorated areas. Chein has noted, for example, that forty- 
five per cent of the eighth-grade boys attending school in the highest drug use areas 
of New York City said they knew one or more heroin users personally, and close 
to forty per cent claimed to have actually seen someone taking heroin.? At some 
time or other, then, as they experience life “on the street,” they are likely to have a 
chance to participate in delinquent activities or in experimentation with drugs. Some 
boys, however, will have internalized a view of themselves as “good boys”; they will 
have internalized goals which would be threatened by delinquent or drug-using 
behavior. They are likely to resist incorporation into delinquent groups and to seek 
association with like-minded boys. 

Kobrin has noted that at any given time, one can classify boys living in areas of 
highest delinquency rates into three groups: those who are actively and persistently 
delinquent, those who refrain completely from delinquent activity, and those who 
are occasionally delinquent.2® Over a period of time, the same individual may 
alternate his associations among such groups. As a definition of personal identity 
is established, however, and as personal ties become integrated into networks of 
relationship, there is likely to be a tendency toward progressive identification with 
one type of group and progressive alienation from the other. Such identifications 
and alienations will depend both upon the specific rewards or punishments that are 
afforded by participation in the several groups and upon the outlook for rewards 
from other sources. 

To a considerable degree, the above formulation of career development would 
seem to apply not only to young drug users growing up in areas of highest de- 
linquency and drug use in urban centers today, but also to the older addicts whose 
drug use was learned through association with prior addicts in the course of occupa- 
tional pursuits or in the search for pleasure and freedom from restraint. This 
formulation. does, not, of course, apply to persons whose addiction was individually 
arrived at as a consequence of medical treatment, nor does it apply to addictions of 
medical personnel who have ready access both to narcotics and to knowledge of 
drug effects. In such types of drug use and addiction, narcotics initially serve to 
relieve pain or tension and are not part of a social ritual. Concealment from all 
associates and friends, no matter how close, tends to be maintained as long as 
possible. Frequently, however, persons whose initial drug experiences were 
secured through medical care or through personal knowledge and access to a drug 
source may subsequently become incorporated into deviant groups. They may meet 
and establish close ties with other addicts in the course of treatment or may seek 


*8Chein, Studies in Narcotics Use Among Juveniles, 1 Socta. Work 50, 59 (1955). 
2° Kobrin, The Conflict of Values in Delinquency Areas, 16 AM. SoctotocicaL REv. 653 (1951). 











48 Law AND CoNTEMPORARY PROBLEMS 


out such addicts in the course of achieving a social role within which addiction 
may be acknowledged. 


Vil 


Group Supports FOR ADDICTION AND FOR RELAPSE AFTER CURE 

The physiological processes underlying tolerance and physical dependence upon 
opiates and the psychiatric formulation of the problem of addiction have been 
described in the previous article.2° We have noted that social situations provide the 
opportunity for learning drug use and that shifting group and individual identifica- 
tions seem to be entailed in the process of becoming a habitual user. The role of 
such identifications and associations in maintaining addiction and in contributing to 
relapse after cures must also be noted. 

Lindesmith has described in some detail the importance of the first experience of 
withdrawal symptoms in achieving the awareness of addiction.** There comes a 
time when the recently initiated drug user is either without the drug or seeks to 
demonstrate to himself that he can stop when he wishes. If he has become physi- 
ologically dependent, he experiences withdrawal distress. Since this distress can be 
quickly alleviated by the drug, there is now a tremendously important additional 
motivation for using the drug. It becomes a symbol of security. At the same time, 
there comes the admission that one is “hooked” :*” 

As soon as the user realizes that he must begin to plan for his future supply, he is ripe for 
assimilation into the drug addicts’ culture. It is now vital to know others of his kind 


from whom he must obtain his supply. He thus learns the various devices and customs 
by means of which his problems are solved. 


The culture of the drug user has its symbols of status, its mythology, and, to a 
considerable extent, its own language. By these means, social solidarity among 
addicts is maintained. The addict is given a feeling of belonging which counters 
his being an outcast from the larger society. He acquires skills at the necessary 
transactions to secure drug supplies, usually including the skills of some type of 
professional criminal activity to provide a source of funds for purchasing supplies. 

Again, it is useful to think of stages in a career. The user who has developed 
dependence upon narcotics but has not yet assured himself a relatively stable 
supply has been characterized as the “frantic junkie.” The nature of this state and 
of the pressures upon the addict during it are well illustrated by the following quote 
from the study by the staff of the Chicago Area Project :** 

An important feature of the “frantic junkie” state is that it must lead to a decisive 
resolution in one of two directions within a relatively short time. No person can long 


sustain the pressures which converge upon the “frantic junkie.” Uncertain of obtaining his 
next shot of heroin in time to ward off illness, involved in a constant effort to steal, and 


8° Winick, Narcotics Addiction and Its Treatment, supra 9-33. 

81 Arrrep R. LinpEsMITH, OPIATE ADDICTION (1947). 

82 1Id. at 85. 

°° Iiinots INSTITUTE FOR JUVENILE RESEARCH, op. cit. stipra note 8, at 25. 
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subject to frequent arrest and detention with accompanying bouts of withdrawal illness, 
the young addict in this stage soon begins either to try to “kick the habit,” i.e., to terminate 
his addiction, or to institute a more controlled use of opiates together with more planful 
and more successful delinquent operations. The strains and trials of this stage are related, 
moreover, to the problems of transition to adult status. For the young person in this 
situation there are only two types of adult role available: that of the professional criminal 
and that of the conventional adult male. Which of these courses of development come 
to constitute the principal adaptive trend depends entirely upon the specific elements of 
the person’s life history. 


During this stage and thereafter, if the resolution is in favor of joining the addict 
world, there is a tremendous preoccupation with drugs. The slightest worry or 
trouble causes the addict to think of drugs. The narcotic becomes the panacea for 
all ills. Yet, the original effectiveness of the drug diminishes, and increasing dosage 
must be taken not only to produce euphoria, but simply to remain normal. The 
ambivalence of the addict to the drug that is at the same time responsible for most 
of one’s ills and the source of all of one’s pleasures is manifested by the terms used 
for it. In the world of the addict, the opiates are both “God’s own medicine” and 
“junk” or “crap.” 

Recognition of the effects of addiction tends to lead to efforts to give up the drug 
or to take a “cure.” The data secured from confirmed addicts either in the com- 
munity or in narcotics hospitals attest to the frequency with which cures are under- 
taken and the infrequency of successful ones. Moreover, for every formal cure 
undertaken, it appears that an addict may try many times to decrease his own drug 
intake. Yet, it is precisely when withdrawal symptoms make the addict most prone to 
give in to his yen for the drug that the desired drug effects will be most enhanced. 
Hence, it appears that few addicts can give up the drug without confinement in a 
drug-free environment. 

The studies of young addicts in the community suggest that some boys who 
become occasional or even habitual users manage to give up drug use before they are 
fully “hooked.” Until detailed individual histories of these boys can be analyzed, 
however, one can only speculate on how they escape from the tremendous pressures 
toward continued use, especially if they were, indeed, physically dependent upon the 
drug. Certainly one might hypothesize that boys who give up drugs have achieved 
more integrated personalities and more positive ties with the nondeviant community. 

What has been called the subculture of drug addiction is not, of course, simply 
a matter of beliefs and practices. The addict is a member of an in-group, which 
may, to a degree, provide the same kind of supports that a family group would 
provide for other persons. Within this group, he can be himself, he can find 
acquiescence and enthusiasm for his views about drugs and drug effects.3* One is 
impressed, in reading some of the statements made by older addicts, at the rich- 

**The supports provided by integration into a group which condones one’s deviancy from con- 


ventional norms has been noted also in connection with homosexuality. See Leznoff and Westley, The 
Homosexual Community, 3 SoctaL PropLeMs 257 (1956). 
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ness of their use of language and the sensitivity of their perceptions of their own 
feelings. Maurer and Vogel have noted that as addicts verbalize their reaction to 
drugs, they also reinforce the effect which the drugs have on them:*® 


The association of certain terms with specific experiences tends to create an associative 
pattern which undoubtedly plays a part in the satisfaction which the addict gets from 
the use of the argot. Many terms in the argot describe vividly and graphically not only 
the effects which drugs or abstinence from drugs produce, but also, by use of metaphor 
and suggestion, relate the sensations derived from drugs to other physical and emotional 
sensations, notably those connected with sex. 


When the addict takes a cure and frees himself of the effects of narcotics, he 
almost never completely cuts himself off from his associations with other addicts. 
He cannot readily become a full participant in the conventional culture from which 
he has, over some period of time, been alienated. Even if he makes an effort to 
achieve such a transition, he is likely to have closer ties with some members of the 
addict community than with any persons in conventional society. For old times 
sake, then, he is likely occasionally to get together with such persons and, for old 
times sake, he is likely to take “just one” more shot. More often, it appears, 
the addict returns almost at once to his old associations and, thus, is subject to the 
full impact of drug culture. 

The problem of relapse for the younger addict seems to involve similar considera- 
tions. He may be less thoroughly integrated into the addict subculture, less committed 
to addiction as a way of life, and more likely to have access to some groups where 
addiction is not a major source of preoccupation. At the same time, he is likely to be 
far less well prepared for competition in the occupational world and less knowl- 
edgeable of alternative opportunities outside those areas in which his life has been 


spent. 
VIII 


ConcLusIoNn 

We have examined, within a social-psychological frame of reference, the phe- 
nomena of narcotics use and addiction within the contemporary United States. This 
has entailed consideration of factors which help to account for a high prevalence of 
drug use in certain types of urban areas and consideration of aspects of personality 
development and personal experience which seem to predispose some persons to 
trying narcotics or to becoming habitual users. For a majority of known drug 
users, the establishment of addiction is part of a career process. We have noted 
a number of social supports for this form of deviant behavior within settings where 
a large measure of deviance from the norms of the larger society is tolerated. The 


influences impinging upon older addicts, especially those whose addictions are’ 


learned in smaller communities, may vary somewhat from those here described, 


35 Davin W. Maurer ano Victor H. Vocer, Narcotics aNnp Narcotic ADDICTION 259 (1954). 
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but it is likely that the general process of becoming addicted is not markedly 
divergent from the outlines here sketched. 

Drug use among younger persons appears to be more pervasive, in some areas of 
the city, than among any known older groups. The users’ subculture is intertwined 
with that of the street society generally. But among addicts of all age groups, the 
meaning of addiction is to be sought in the experiences and social relationships in 
which drug use is learned and enmeshed. 








JUVENILE NARCOTICS USE 


Istpor CHEIN* AND Eva RosENFELDt 


When the most recent wave of narcotics use by juveniles hit the headlines at the 
turn of the decade, both the lay public and those who might have been expected to 
know something about it—the psychiatrists, the social scientists, the medical pro- 
fession in general—were largely in the dark about the meaning, the origin, and the 
danger of the “epidemic.” For, although this may not have been the first such flare-up 
of drug using in the living history of this country, no valid and systematic studies of 
the problem had been made during the previous incidents. The phenomenon had 
been “viewed with alarm” when it came to public attention before, and there, in the 
main, the matter of knowledge and insight rested.’ Thanks to the intervention of the 
National Institute of Mental Health (United States Public Health Service), however, 
the recent wave of juvenile drug use became the subject of relatively intensive study.” 
We are now in the possession of a wealth of information, collected systematically 


and with a view to testing specific hunches and hypotheses. 

The aim of this paper is to summarize our findings concerning the “typical” male 
juvenile narcotics user in New York City and to trace the “typical” process of addic- 
tion. We shall not here describe the methods used in our studies; this information 
is, however, available elsewhere.? Reference will be made to the unpublished 
reports of each of the seven studies on which this article is primarily based.* 


What, then, do we know about the juvenile drug user and the path he followed 
to addiction ?® 

*M.A. 1933, Ph.D. 1939, Columbia University. Professor of Psychology, Research Center for 
Human Relations, New York University. Contributor to various psychological and other technical 
journals. 

+LL.M. 1938, University of Warsaw; Ph.D. 1952, Columbia University. Research Assistant Professor 
of Psychology, Research Center for Human Relations, New York University. Contributor to various 
sociological journals. 

2 Although there were few studies of the juvenile opiate addict as such, some orienting information 
about the problem of addiction was available in the works of A. R. Lindesmith (Opiate Addiction 
(1947)), Bingham Dai (Opium Addiction in Chicago (1937)), and Charles E. Terry and Mildred 
Pellens (The Opium Problem (1928)). An extensive bibliography was prepared in 1951 by the Bureau 
of Applied Social Research, Columbia University, for the National Institute of Mental Health. Most 
relevant in relation to juvenile addiction is the study by Zimmering et al, Heroin Addiction in Adolescent 
Boys, 114 J. Nervous & MENTAL DisEAsE 19 (1951). 

?In addition to its own studies, the National Institute of Mental Health financed one study at the 
Illinois Institute for Juvenile Research, Chicago, and has been financing a series of studies at the Research 
Center for Human Relations, New York University, since 1952. 

® See Chein, Narcotics Use Among Juveniles, 1 Socta. Work 50 (1956). See also the bibliography 
appended to this article for a brief summary of the method used in each study. 

“The studies were conducted by Eva Rosenfeld, Robert S. Lee, Donald L. Gerard (since September 
1954), and Daniel M. Wilner (until July 1954), under the general direction of Isidor Chein. They 
are listed in a separate bibliography appended to this article. 

5 All but one of our studies, as well as most other investigations, are focused on males. In the 
recent waves of drug use, the ratio of male to female users has been about four to one. See RESEARCH 
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Before attempting a systematic review of our knowledge, it may be helpful first 
to mention a few strategic facts which will afford some general perspective in viewing 
the full complexity of the problem. / es 


I 


Some Basic Facts: A PERSPECTIVE \ __ 

1. Every year since 1949, about 500 new cases of young men (aged sixteen to 
twenty inclusive) who are involved with narcotics become known in the city of New 
York—to city courts, the Probation Department, city hospitals, and the Youth 
Council Bureau. The majority of these cases are users of heroin; only a very few 
are nonusing sellers of heroin or are involved exclusively with marijuana. These 
figures, however, cover only three of the five boroughs of New York City—Man- 
hattan, Bronx, and Brooklyn—and they give only a minimal estimate of the true 
incidence of drug involvement, even in these boroughs. 

2. Drug use among juveniles flourishes in the most deprived areas of the city. 
Most users live in areas where there are many other users: in the early 1950’, eighty- 
seven per cent of the cases were located in only thirteen per cent of the city’s census 
tracts.’ In a few of these tracts, as many as ten per cent of young men in the sixteen- 
to-twenty age group were known to be involved with drugs between 1949 and 1952. 
In recent years, many more areas of the city have become affected; but still, only a 
small proportion of census tracts has a high rate of drug use.® 

Areas of high incidence of juvenile drug use are the most deprived areas of the 
city, where family life is most disrupted, where the population is of the lowest socio- 
economic status, and where often-discriminated-against ethnic groups (in New York 
City, these are Negroes and Puerto Ricans) are highly concentrated.® Efforts to 
locate, through community agencies, undiscovered concentrations of young users from 
less deprived areas failed to uncover any but scattered instances of drug involvement. 
All available evidence pinpoints drug use among juveniles as a type of behavior 
characteristically associated with neighborhoods of gross socioeconomic deprivation.1° 

3. Drug use leads to a criminal way of life. The illegality of purchase and 
possession of opiates and similar drugs makes the drug user a delinquent ipso facto. 
The high cost of heroin, the drug generally used by juvenile users, also forces spe- 





CENTER FoR HuMAN Rexations Report No. I, THe Ecotocy or JuventLe Druc Use, 1949-1952, at 16 
(1954) (hereinafter cited as RCHR Report No. I). It seemed expedient, therefore, to apply ourselves 
first to the problem of male users. We are now, however, also engaged in a small but intensive study 
of twenty female users and hope to have the findings available by the end of this year. 

® See RCHR Report No. I, at 12; RESEARCH CENTER FOR Human Rexations Report No. I-B, THe 
EcoLocy oF JuvENILE Druc Use, 1953-1955 (in preparation) (hereinafter cited as RCHR Report No. I-B). 
The yearly figures are: 1949, 107; 1950, 461; 1951, 805; 1952, 546; 1953, 451; 1954, 580; 1955, 498. 
(The figure for 1955 is an estimate based on the first ten months of that year.) 

™See RCHR Report No. I, at 18. 

® See RCHR Report No. I-B. 

® See RCHR Report No. I, at 27. 

*° The same conclusion was reached by the Chicago group. See Ixuinots INsTITUTE FOR JUVENILE 
RESEARCH, Druc Appiction AMonG Younc Persons In Cuicaco (1953). 
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cific delinquency against property, for cash returns. The average addicted youngster 
spends about forty dollars a week on drugs, often as much as seventy dollars," He 
is too young and unskilled to be able to support his habit by his earnings. The 
connection between drug use and delinquency for “profit” has been established 
beyond any doubt. Apart from the users’ own free admission of having committed 
crimes like burglary, there is independent evidence that in those areas of the city 
where drug rates went up, the proportion of juvenile delinquencies likely to result 
in cash income also went up, while the proportion of delinquencies which are pri- 
marily behavior disturbances (rape, assault, auto theft, disorderly conduct) went 
down.” Available knowledge about the behavior of drug users in juvenile gangs 
also indicates that they show preference for income-producing delinquencies, as 
against participation in gang warfare, vandalism, and general hell-raising.’* 

In general, therefore, one may say that the specific symptom of habituation to 
opiates necessarily leads the youthful user, because of the legal and financial implica- 
tions, to a syndrome of activities which establish him firmly outside of the legitimate 
pursuits of his peers. Granted the fact of addiction, the victim has no real freedom 
of choice in the matter. 

These basic facts of the extent of the “epidemic,” its spatial concentration, and 
its ties to other forms of delinquency leads us to percieve this phenomenon as a 
social problem indigenous to areas already suffering from many other problems and 
with serious consequences to the individual user and the community. But still 
another fact affects our perspective: 

4. Not all juvenile users become addicts, It takes most youngsters who eventually 
become addicted several months, sometimes a year or more, to change from an oc- 
casional weekend user to a habitual user of heroin who needs two, three, or even 
more doses a day.’* Many occasional users never take the crucial step to addiction, 
with its physiological manifestations of dependence, increasing tolerance, and with- 
drawal symptoms. In one sample of ninety-four heroin users—members of antisocial 
gangs—less than one-half used the drug regularly (that is, daily), even though 
most of them had been on the drug for more than a year, and, even more sig- 
nificantly, about one-third were decreasing the frequency of use.’® Thus, we must 
distinguish between experimentation and habitual use, and, correspondingly, be- 
tween factors conducive to experimentation and factors conducive to habitation 
and addiction. 

Let us then consider, first, the socio-cultural setting in which experimentation 
with drugs takes place and, later, aspects of the personality of those youngsters who 


experiment and become addicted. 


11 See RESEARCH CENTER FoR Human Rexations Report No. II, PeErsonaL BackGRouND oF DrucG 
Users, DELINQUENTS AND ConTRoLs 13 (1954) (hereinafter cited as RCHR Report No. II). 

12 See RESEARCH CENTER FoR Human Rexations Report No. I-A, DELINQUENCY TRENDS 12 (1954). 

18 See RESEARCH CENTER FOR Human Rexations Report No. III, Heroin Use ann Street Gancs 
38 (1954) (hereinatfer cited as RCHR Report No. III). 

1*See RCHR Report No. II, at 55. 

*8 See RCHR Report No. III, at 27-28. 
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Tue SociocuLTuRaL SETTING 

Youngsters who experiment with drugs know that what they are doing is both 
illicit and dangerous. They may not be fully aware of all facts about addiction, but 
the ones who try the drug are very likely to have seen addicts and certainly have 
heard about addicts being jailed, about the pains of withdrawal, and about the high 
cost of drugs. One would expect that the willingness to experiment with so illicit 
and dangerous an activity presupposes an attitude to the self, to one’s future, and to 
society which fits in with it. 

One of our studies aimed at finding out whether favorable attitudes toward the 
use of drugs are related to some such system of values and life attitudes. We dis- 
covered that this did appear to be the case.’® 

1. A favorable attitude to drugtaking is a part of a “delinquent” orientation to 
life. Those eighth-grade school boys who have a favorable attitude to the use of 
drugs differ from the others in that their orientation to life consists of general 
pessimism, unhappiness, and a sense of futility on the one hand, and mistrust, 
negativism, and defiance on the other hand.’ These youngsters, who feel that life 
is so futile and who mistrust those in authority so much, -have-developed.a cor- 
responding defensive attitude concerning the manner of getting something out of 
life: this attitude is manipulative and “devil may care.” Among the things they 
want “much more than almost anything else in the world,” these boys particularly 
wanted “to be able to get other people to do what you want,” and “to enjoy life 
by having lots of thrills and taking chances.” Readiness to try an illicit drug 
which they aré told will give them an immediate “kick” and a “high” feeling fits in 
with such an outlook on life and such a manner of approaching life. 

In all three deprived areas of the city which we investigated in this study, 
there was a sizeable minority of youngsters who expressed this orientation to life. 
At least one boy in five in each of these neighborhoods gave clear-cut evidence of 
having such a philosophy. 

2. The delinquent orientation is widespread in some groups. In some subgroups, 
however, this delinquent orientation is even more widespread. We found it especially 
widespread in the “adjustment” classes in Harlem, where there is a high concentra- 
tion of pupils with severe behavior and learning problems. We also know from 


1© See RESEARCH CENTER FOR Human Rexations Report No. IV, THe Cuttrurat CLIMATE OF 


JuveniLe Druc Use (1956). 
17 To illustrate, such thirteen and fourteen-year-old boys agreed with such statements as: 
“There is not much chance that people will really do anything to make this a better world to live in.” 
“The way things look for the future, most people would be better off if they were never born.” 
“Everybody is just out for himself. Nobody really cares about anybody else.” 
“Most policemen can be paid off.” 
“Most policemen do (not) treat people of all races the same.” 
“The police often pick on people for no good reason.” 
“Parents are always looking for things to nag their kids about.” 
“T often think that parents don’t want their kids to have any fun.” 
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other studies of delinquent gangs and “street-corner societies” in deprived areas that 
this type of orientation dominates their way of thinking and acting.’® 

On almost every block in the deprived areas, there are antisocial gangs and “re- 
spectable” boys. The chance of a boy becoming exposed to drugs depends, to a large 
extent, on his association with the delinquent groups.’® Many boys, possibly a large 
majority of the youth in these areas, are not directly involved in ongoing delinquent 
activities and do not participate in the delinquent subculture. Others are on the 
fringe—not true participants in the delinquent world, but also not completely dis- 
sociated from it. 

3. To escape the pull of the delinquent subculture requires determination and 
support. The pressure to fall in with the fast, noisy, aggressive “cats” is great. The 
derisive taunts of “chicken,” “yellow,” “punk,” and “square” are powerful weapons 
to use against any adolescent boy. The capacity to withstand the appeals as well as 
the pressures exerted by the delinquent groups depends on the boy’s having some- 
thing very solid to fall back on: inner strength, a clear sense of identity which extends 
into the future, and the support of friendly and concerned adults. Only then can 
he afford to dissociate himself effectively from the delinquent subculture and the 
threat it contains. 

This is the picture that emerged from one of our studies,”° in which we investi- 
gated various types of adolescents who grew up in the deprived, high-delinquency, 
and high drug-use areas of the city: (1) delinquents who also used drugs, (2) de- 
linquents who did not use drugs, (3) drug users who were not delinquent prior to 
their involvement with heroin—for reasons of convenience, we shall refer to t'rese 
as “nondelinquent”—and (4) a control group of nondelinquent nonusers. 

While the first three groups share, in general, the same style of life, many boys in 
the last group maintain themselves quite apart from the others. They are less 
casual and more selective about those with whom they go around, and their friend- 
ships are more stable. They dissociate themselves from the “other crowd” by 
adopting a negative attitude and by maintaining no contact whatsoever with them. 
As one of the boys said: “I just passed them up. Didn’t want to associate with those 
little dirty-mouthed bums. They were headed for trouble.”?* 

In their own groups, these “respectable” boys manage to find a wider range of 


9 66 


18 See, e.g., ALBERT CoHEN, DELINQUENT Boys: THE CuLTuRE oF THE GANG (1955); WiLutaAm F, 
Wuyte, THE Street Corner Socrety (1954); and the wrtings of Clifford R. Shaw, Henry D. McKay 
and Solomon Kobrin. 

1° We are using “delinquent groups,” “antisocial gangs,” and “delinquent subculture” to denote the 
“street-corner societies” of the “street culture” described by the Chicago investigators as made up of 
adolescents who “tended to reject school and work as inconsistent with the dominant model of the 
successful delinquent, and spent virtually all their time in activities centered around delinquency, sex and 
intoxicants.” ILiinois INSTITUTE FOR JUVENILE RESEARCH, op. cit. supra note 10, at 9. Cf. Albert 
Cohen’s characterization of the delinquent gang subculture as devoted to hedonistic and nonutilitarian 
activities, as negativistic and defiant with respect to the norms of society at large, as maliciously enjoying 
the discomfiture of others and plain orneriness, and as a versatile in the variety of outlets for the expression 
of these attitudes. CoHEN, op. cit. supra note 18. 

2° RCHR Report No, II. 

211d. at 43. 
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interesting and stimulating activities than the others ever engage in. For one thing, 
they engage in more active sports, including hikes and camping. They discuss books 
and current events. Their daydreams are realistically oriented to future work and 
family life. They stay on in school longer and appreciate the importance of learning 
new skills and improving their minds; they tend to show interest and participate in 
school government, newspaper, or magazines. They do not spend as much time as 
the others do in hanging around the local candy store, going to movies, or just 
“goofing off.” Most of these boys had a father or a teacher or a priest to whom they 
could talk about personal things that bothered them. In so far as they had an 
“ideal” that they would like to emulate, they valued him for what he was (e.g., 
courage, kindness), rather than for what he had (e.g., wealth or skills). 

Yet, even if a youngster is not firmly dissociated from the delinquent street 
culture, his association with the latter does not imply being pressured into incontinent 
use of opiates. The organized delinquent groups, as a rule, condone experimentation 
with drugs, but frown on those who become habituated. 

Before describing patterns of drug use in street gangs and the attitudes of gang 
members toward the use of drugs by their members, we should point out that none 
of the juvenile gangs we studied was organized to sell drugs. Considering that 
most of these gangs were the most troublesome ones to be found in the high drug-use 
areas of the city and that they engaged in many gang-sponsored illegal activities, this 
finding makes it most unlikely that juvenile street gangs operate on an organized 
basis to recruit users. To our knowledge, no such gang has yet been discovered. 

4. Most gangs set limits to drug use by their members. “It is OK to use heroin 
if you feel like it as long as you make sure you don’t get hooked.” This statement 
(che affirmation of which was a part of what we have described as a delinquent 
orientation of youngsters in the deprived areas we studied), sums up the attitude of 
most of the delinquent gangs toward their members who experiment with heroin.” 

In fourteen of the eighteen gangs we studied, the smoking of marijuana and use 
of heroin was more or less common. About one-third of the 305 members of the 
gangs had used heroin, but the bulk of the gang members (sixty-five per cent) were 
either outrightly opposed to the use of heroin or, at least, felt ambivalent about it. 
Gang leaders who started to use drugs were, moreover, eventually demoted from 
their leadership position. Still, the attitude of the gang members to users was 
mostly tolerant—or ambivalent—especially toward occasional rather than addictive 
users. Very few gang members had strong feelings against the smoking of marijuana. 

In general, however, delinquent gangs seem to resist the spread of immoderate 
drug use in their midst; but the reasons for doing so have little to do with basic 
moral principles—only with practical considerations. For, on the one hand, drug 
users are thought to be unreliable “on the job” and, also, can get the whole gang into 
trouble if arrested together with others. On the other hand, the kinds of interests 

2? See RCHR Report No. III. 
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that users have tend to become very limited and specialized; they also form little 
cliques which threaten the cohesiveness of the gang as a whole. Thus, the careful 
and restraining attitude to drug taking among the gang members expresses merely 
the essential incompatibility between “acting-out” delinquency and the habitual use 
of drugs. In line with this attitude, a “pusher” who is a member of a gang will 
not tempt a vulnerable fellow member—a physically cured addict who returns from 
Riverside Hospital or Lexington—but will have no hesitation about tempting a non- 
member or a member of another gang. 

5. Almost all users got their first dose from someone in their own age group. 
Contrary to widespread belief, most addicts were not initiated into the habit by an 
adult narcotics peddler. Only ten per cent of the addicts whom we interviewed 
received their first dose from some adult. The overwhelming majority of the boys 
took their first dose of heroin in the company of a single youngster in their own 
age group or while with a group of teen-agers. This first trial of narcotics was 
free to most of the boys—only ten per cent had to pay for their first “shot” or 


“snort.”3 


Getting the first shot of narcotics on school property was the exception rather 
than the rule—only ten per cent were initiated into heroin use in such a setting. In 
fact, most of the boys did not try heroin at all until their last year of school or later.* 

This, then, is the sociocultural setting in which juvenile experimentation with 
phenomenon of late adolescence rather than of an earlier period of life. Taking the 
first dose most often took place in the home of one of the boys, although a large 
number of boys first tried heroin on the street, on a roof-top, or in a cellar. Fre- 
quently, the occasion was just before going to a dance or to a party, probably because 
the youngster thought that a shot would be a bracer, giving him poise and courage. 
Within a year after their first trial, ninety per cent of our addicts were using heroin 
on a regular basis.?° 

This, then, is the sociocultural setting in which juvenile experimentation with 
drugs is likely to occur. But, as we have already indicated, not all who experiment 
become habitual users. Not all people react to opiates in the same way.* The 
addiction-prone youngster apparently reacts to the drug in an especially intense 
manner. : 

We shall now try to account for the juvenile addict’s positive reaction to the 
opiates in terms of his personality and his family situation. 

33 See RCHR Report No. Il, at 12. 


** See id. at 15. 


*5 See id. at 13. 
2° Apart from our own information, the differential reaction to opiates has been established by several 


studies—most recently, a series of studies at the Harvard Medical School, which demonstrated the 
relationship between various reactions to various drugs, on the one hand, and personality dynamics, on 
the other. See Lasagna, vonFelsinger, and Beecher, Drug-induced Mood Changes in Man, 157 A.M.AJJ. 


1006, 1113 (1955). 
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THE ADDICTION-PRONE ADOLESCENT 

Our picture of the juvenile addict is a composite of the distinctive characteristics 
of his personality, his family situation, his peer relations, and his behavior in the 
course of the process of addiction and in the process of cure and rehabilitation. 

Let us first identify the socioeconomic backgrounds of most of the juvenile users. 
We know that the typical user lives in a poor, disorganized neighborhood. But he 
does not necessarily come from one of the poorest families living there. 

1. Some users come from the better-off families in the deprived areas. While 
studies of juvenile delinquents consistently show that their families come from 
lower socioeconomic subgroups than the families of nondelinquents in the same city 
neighborhoods,” this is not the case with drug users. The families of those of our 
user group who were not delinquent prior to onset of drug use are similar to the 
group of controls in terms of such indices of socioeconomic status as occupation of 
chief breadwinner, financial independence, and housing facilities. The families of 
those users who were otherwise delinquent before the onset of drug use are of a 
lower socioeconomic status, similar to that of the other delinquents.** 

It is impossible to estimate accurately from our data the proportion of users who 
have not been previously delinquent. Our best guess”® is that a large minority of 
the juvenile users—maybe one-fourth—fall in this category. It seems likely that 
nondelinquent users differ from delinquent users in those aspects of their personalities 
which are relevant to the youngsters’ ability to assume and actively enjoy antisocial 
behavior. We have not investigated this question, however, and all we can say at 
present is that the nondelinquent users appear to be somewhat more intelligent and 
more likely to be able to stay on at school beyond the tenth grade.*° They are also 
somewhat more oriented to the future. 

But, among those who become addicted, both types show the same kinds of 
malfunctioning personalities. 

2. All juvenile addicts are severely disturbed individuals. Psychiatric research** 
into the personality of juvenile opiate addicts indicates that adolescents who become 


27 F.g., SHELDON AND ELEANOR GLUECK, UNRAVELING JUVENILE DELINQUENCY (1950). In a striking 
confirmation of this well-established relationship between delinquent behavior and socioeconomic depriva- 
tion of the family, we found that the families of those users who had been delinquent prior to onset 
of drug use were more deprived socially and financially than the families of the “nondelinquent” users. 

28 See RCHR Reporr No. II, at 28. 

2° This guess is based on the investigation of several samples of juvenile users: two from Riverside 
Hospital, one from the USPHS Hospital in Lexington, Ky., and one from the Training School for Boys 
at West Coxackie, N. Y. The issue is complicated by the likelihood that there are personality differences 
between the prior-delinquent users who become addicted and those who do not, the former presumably 
resembling the nondelinquent users—we have some not-too-adequate data on this point. A further 
complication arises from the lack of agreement among researchers in this field as to an appropriate 
definition of a “delinquent.” 

8° See RCHR Report No. I, at 68 (information based on interviews). 

*1 See especially the study by Gerard and Kornetsky, Adolescent Opiate Addiction: A Study of 
Control and Addict Subjects, 29 Psycuiatric Q. 457 (1955). 
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addicts have deep-rooted, major personality disorders. These disorders were evident 
either in overt adjustment problems or in serious intrapsychic conflicts, usually both, 
prior to their involvement with drugs. Although theré aré marked individual differ- 
‘ences in the nature of this personality disturbance, a certain set of symptoms appears 
to be common. to most juvenile addicts: They are not able to enter prolonged, close, 


friendly relations with either peers or adults; they have difficulties in assuming a _ 


masculine role; they are frequently overcome by a sense of futility, expectation of 
failure, and general depression; and they are easily frustrated and made anxious, and 
they find both frustration and anxiety intolerable. In terms of personality structure, 
“one may say that the potential addict suffers from a weak ego, an inadequately 
functioning superego, and inadequate masculine identification. 

One would expect that such serious personality malfunctioning is acquired in the 
family setting. One of our studies investigated whether the family experiences of 
the addicts contain specific factors conducive to the development of the kinds of 
personality malfunctioning characteristic of addicts.** A careful comparison of a 
group of families of addicts and a matched group of families of controls found that 
the addicts come from grossly pathogenic family environments. 

3. The causes of personality disturbance in juvenile addicts can be traced to their 
family experiences. The family life of the addict is conducive to the malformation 
of the growing personality. 

In the first place, conditions essential for the growth of a strong ego are often 
lacking. Relations between parents are seriously disturbed, as evidenced by separa- 
ration, divorce, overt hostility, or lack of warmth and mutual interest. As children, 

“the addicts were either overindulged or harshly frustrated. 

Secondly, the manner in which the addicts were disciplined and handled as 
children could not but seriously interfere with the formation of a well-functioning 
system of inner controls—that is, the superego. The parents (or parent-figures) 

“were often unclear about what standards of behavior they wanted the child to follow 

and were also inconsistent in their application of principles, rewards, and punish- 
ments. And, since the relationship between the parents and child was often 
hostile or weak, there was no strong incentive for the child to suppress impulses 
and develop self-discipline. 

Finally, as a child, the addict had relatively little chance to identify with, and 
model himself after, a male figure. In almost one-half the cases, the father was absent, 
and there was no other male adult in the house during a significant portion of the 
boy’s early childhood. Thus, there was no male to whom the boy would relate in 
a warm and sustained fashion. And when the father was present, he was either 
cool or hostile toward the boy or else completely indifferent and “had very little to 


do with him. 
All these inadequacies would be likely to interfere with successful growth and 


82 RESEARCH CENTER FOR Human Rexations Report No. V, THe Famity oF THE AppicTr (1956) 
(hereinafter cited as RCHR Report No. V). 
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with school adjustment, but most poignantly so at the late adolescent stage when 
the child begins to face life as an independent adult. At that time also, a feeling 
of trust in major social institutions and a sense of reality of one’s future are of 
particular importance. The addict’s family typically fails to equip him in these 
respects. 

4. The addict's family is confused about their son’s future.* Although the control 
families are also living in very poor neighborhoods and are just as often members 
of socially and economically-deprived minority groups, they are able to encourage 
their sons to plan their future on the basis of their abilities and to make realistic use 
of the limited opportunities which are open to them. But most of the parents of the 
addicts have unrealistically low ambitions for their boy. Some of the others, contrari- 
wise, have unrealistically high and grandiose aspirations for the youngster. In either 
case, what they want for their son’s future is inappropriate to their objective family 
circumstances or to the ability of the youngster. This is a reflection of their general 
attitude to life and to themselves. 

5. The addict's family-is-pessimistic and distrustful.** Both mothers and fathers 
of the addicts are either unrealistically pessimistic about their own future or have 
the fatalistic attitude that life is a gamble. They are also distrustful of representa- 
tives of the society, such as teachers and social workers. This combination of 
attitudes toward themselves, toward society, and toward the boy cannot but help, in 
the absence of compensating factors, to undermine the confidence of the growing 
youngster and dampen whatever ambition and initiative he might otherwise have. 
Thus, the poor personal equipment of the boy reared in such a family and the lack 
of necessary familial support at the time of adolescence make it unlikely that he will 
muster the strength necessary to stay away from the delinquent subculture in his 
neighborhood. 

6. The addiction-prone youngsters live on the periphery of the delinquent sub- 
culture. The general impression of the staff at Riverside Hospital is that most 
addicts are not active members of organized delinquent groups. Our own study 


of eighteen such gangs” indicates that gang members who were habitual users had 
_been rather peripheral members. even before the onset of use, and more so after. 


But in their attitudes and identifications, the users generally clearly belong to the 
delinquent subculture. 

Even before they started using drugs regularly, most users had friends who had 
been in jail, reformatory, or on probation.*® In their activities, interests, and atti- 
tudes, the user group is similar to the delinquent group and differs sharply from the 
nondelinquent, nonusing boys whom we described above.*" Their leisure is spent 
aimlessly. They spend a lot of time talking about wanting cars, real expensive 

88 See ibid. 

** See ibid. 


55 RCHR Report No. III. 
8° This and the following information is taken from RCHR Report No. II, at 38-42. “ 


"7 See supra 56-57. 





62 Law AND CONTEMPORARY PROBLEMS 


Clothes, and lots of pocket money, but very little time talking about books, current 
“events, and similar things.” Ta their daydreams, they like to picture themselves as 
wealthy. They value “refinement” and an easy, comfortable life. They mistrust 
others, feel pessimistic, futile, and depressed. 

7. The addiction-prone youngsters feel anxious about facing adulthood. Quite 
contrary to the objective facts, the drug _users_¢ claim that they have_experienced a 
Pressure to act as adults at a younger age than the control group.2* Most of them 
reported that they were treated as adults when they were fourteen, fifteen, sixteen 
years old, when, in fact, hardly any of them were ever treated as adults by their 
families®® ‘Thus, we have a picture of denial and overcompensation which should 
probably be interpreted as an indication of their inadequacy in facing adulthood. 

Yet, there is evidence that it is precisely the need to face life as an adult that 
creates the situational stress which often precipitates the onset of drug use. We 
know, for instance, that the age of sixteen—which in our society is often perceived 
as a first stepping-stone toward adulthood—is of special importance in the process 
of addiction: In many ways, the sixteen-year-old boy is most susceptible to the 
drug;*° he is more likely to try the drug at the first opportunity than are younger 
and older boys; he is more likely to buy the drug on his own initiative; he is more 
likely to have a positive reaction to his first try. 

We know also that the spread of drug use in delinquent gangs tends to be 
associated with the breakup of the gang at a time when some of the healthier mem- 
bers begin to be concerned with the pleasures and responsibilities of adulthood.** 
Until then, the activities of the gang—rumbles, fights, hell-raising, competitive sports 
—offer to members and hangers-on a measure of shared status, of security, and of a 
sense of belonging. But as the group grows older, these joint activities are given 
up as “kid-stuff,” and the maturing youngsters develop more individual concerns 
_about work, future, and a “steady” girl. It is at this stage that those members or 
hangers-on who are too disturbed emotionally to face the future as adults find them- 
selves seemingly abandoned by their old cronies and begin to feel increasingly 
anxious. ‘ang 

8: Heroin reduces the pressure of the addict’s personal difficulties. ‘The positive 
reaction to heroin (or marijuana or alcohol) is not always immediate. But the 
addiction-prone youngster, under “helpful” coaching, will again try the drug in an 
effort to capture the experience of “high” feeling, of increased confidence, of the 
serenity and relaxation he can observe in the behavior of regular users. Often the 
drug is taken before going to a dance, to counter anxiety and to induce the detached, 
confident manner that users seemingly have with girls.4? Drug taking at dances is 
quite common in high drug-rate areas. Marijuana, heroin, benzedrine, even cleaning 


88 See RCHR Report No. II, at 32. 

8° See RCHR Report No. V. 

“9 See RCHR Report No. II, at 14-15. 

“2 See RCHR Report No. III, at 12. 

“2 See RCHR Report No. I, at 53-56 (information based on interviews). 
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fluid (carbon tetrachloride) are taken to help assure the manly manner with girls. 
After experimenting with a variety of these props, the most severely disturbed 
youngsters discover that heroin is peculiarly effective. 

Thus, heroin offers pleasurable relief in situations of strain. In so far as the young 
person’s daily life contains strain and frustration, the relief brought by the drug 
comes to be welcome at any time. While the less severely disturbed youngsters are 
satisfied with an occasional shot, the unhappy, anxious ones learn to use the drug 
as a means of relief from their everyday difficulties. 

In a less direct, but more pervasive way, the use of the drug plays a malignantly 
adaptive function in the life of the severely disturbed youngsters by making it easy 
for them to deny and to avoid facing their deep-seated personal problems. 

g. The drug habit is a way of life which takes the user outside of real life. Most 
habitual heroin users take two or three doses of the drug daily.“* The purchase and 
injection (most of them “mainline” and often do it in small cliques) come to take 
up a considerable amount of time and necessitate daily contact with other users and 
peddlers. The exorbitant price of the drug (in 1953, most of the users we inter- 
viewed spent about forty dollars a week, and many spent more) forces the habitual 
user into types of delinquency that yield ready cash. Those users who were mem- 
bers of delinquent gangs participate less and less in rumbles (gang warfare), joint 
trips to movies, and sports—but they participate more and more in gang-organized 
robberies and burglaries.** ~~ 

Their interest in girls decreases. They participate less in house parties and dances 
where there is a chance for personal contacts with girls. Instead, they participate 
more in “lineups” and often give evidence of homosexuality in their behavior.*° 

In relation to adults who wish to help them—especially authority figures and 
therapists—the addicts typically blame all of their personal difficulties on their 
“habit.” If they could only get cured, all would be fine—there is nothing wrong 
with them, except the accident of their having gotten hooked. And, since everyone 
knows how enslaving the habit is, no one should hold them personally responsible 
for the mess they are in. 

In view of the adaptive functions of the drug, it should be clear that cure and 
rehabilitation are not an easy matter. 


IV 
Cure AnD REHABILITATION 
The physiological dependence on opiates is difficult but not impossible to break. 
In areas where the pattern of drug taking is widespread, one would expect that 
a certain number of comparatively healthy and normal persons will, through in- 
continent use of the drug, develop physical dependence. Such users might be ex- 


43 See id. at 56-59 (information based on interviews). 
** See RCHR Report No. III, at 44. 
“5 See id. at 46-48. 








64 Law anp CoNTEMPORARY PROBLEMS 


pected to be capable of breaking the dependence. Indeed, this seems to be what 
happens in some cases. 

1. Some users manage to free themselves from the habit, but most do not. Our 
investigation of heroin use in delinquent gangs** gives some evidence that a minority 
of habitual users manages to discontinue drug use (in our gang sample, there were 
fourteen such cases out of ninety-four present or former heroin users). But many 
more make the effort and fail (about one-half of the gang sample and, similarly, 
about one-half of our sample of 100 cases of users interviewed in the personal back- 
ground study of drug users, delinquents, and controls**). 

2. Most users get little or no help. Figures tell much of the story. For an annual 
average of about 500 newly discovered users under twenty-one years of age (a 
figure which does not include the undetected cases), the city of New York has one 
hospital for 140 patients.*® Users who are arrested sometimes receive some medical 
attention, usually limited to easing somewhat the pains of withdrawal. In our 
sample of ninety-four users who were members of gangs, more than one-half were 
arrested at one time or another on a variety of charges, but only one in ten received 
any medical attention related to their use of drugs.*® 

Their parents were also of little help. Most did not do anything to help their 
sons. Those who did anything usually took drastic, punitive action; they ordered 
the boy out of the house, took him forcibly to court, beat him. Or they remon- 
strated, giving expression to their hurt, dismay, and unhappiness. In general, the 
parents did not seem aware that anything effective could be done to help their 
children to help themselves.™® 

In spite of so little help, about one-half of the boys made more than one effort 
to stop using drugs. This was especially true of those users who had not previously 
been delinquent and who came from relatively cohesive families.** 

It would appear that the most direct, most genuine help sometimes comes from 
the _user’s own friends... Group workers report” that gang members sometimes try 
to dissuade other members who are increasing their intake of heroin. The nature 
_ of the support they give indicates that they sense the basic oral needs and the 
_ uncontrollable anxiety of the users: they treat the users to food, wine, or marijuana, 
and they try to be with them all the time and “watch” over them to help at times 
‘of stress. The other boys intuitively feel that the user’s need for support and his 
intolerance of anxiety are crucial factors in the process of giving up the habit. 

“© RCHR Report No. IIl. 


47 See RCHR Report No. II, at 14. 
*® Average yearly first admissions do not exceed about 200. Riversipe Hospirar, 1955 ANNUAL 


Report 5 (n.d.). 

*° See RCHR Report No. III, at 30a. 

*° See RCHR Report No. I, at 59 (information based on interviews). This study was done in 1952, 
before Riverside Hospital became known. It is likely that more parents are currently familiar with this 
opportunity for a cure. 

®' See ibid. 

®® See RCHR Report No. III, at 60-61. 
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3. Users do not easily “take” to psychotherapy. The experience of therapists 
working with juvenile users points to several common difficulties in the treatment 
of users: resistance to insight into inner problems, difficulty in establishing rapport 
and trust in the therapist, and ease of relapse. Apparently, having discovered an 
effective palliative in the form of the drug, the user finds it extremely difficult to 
give it up without at the same time getting some compensatory palliative. There 
is the unavoidable lapse of time before rapport with the therapist can be established 
and thus a new source of support made available. Relapse to the use of drugs in 
this period is almost automatic, at the first opportunity. The experience of Riverside 
Hospital**—and the evidence from our own follow-up study of thirty Riverside 
patients over a period of one year°*—showed that most patients released after a stay 
of from three to six months relapse almost immediately after leaving the hospital. 
The preceding statement oversimplifies the problem, since the by-now-expected course 
of cure generally consists of several cycles of premature release at the insistence of 
the patient, more or less immediate relapse when the boy returns into his com- 
munity, and re-admission to the hospital for another period of treatment. The 
patient, so to speak, needs the experience of repeated failure to convince him that 
he has been overestimating his powers of self-control, that the trouble is not simply 
an external “monkey on your back,” and that there really is something about himself 
that needs to be changed before he can be truly cured. But the motivation to be 
cured needs to be strong, and the recurrent opportunities for therapeutic relation- 
ships need to be fully exploited so that the therapy in each cycle can begin at a more 
advanced level and so that the repeated failures should not be taken as a convincing 
demonstration of the hopelessness of the struggle. It is, hence, not surprising that 
even after a few such cycles, very few ex-users can be said to be cured of the habit. 

The need for exploring new ways in the rehabilitation of juvenile users is recog- 
nized by all concerned. That this exploration can only hope for success if carried 
out on a reasonably rigorous research basis, with all of the resources that such an 
effort implies, is perhaps not so widely recognized. The basic problem is easily 
described. Establish a therapeutic facility, and immediately the pressures begin 
to mount to’take on cases, regardless of the resources available to handle that num- 
ber of cases on a research or, for that matter, even a therapeutic basis. With large 
numbers of cases, problems of disciplinary control come to the fore, and the 
general atmosphere becomes more and more custodial, rather than therapeutic. The 
case loads of the therapeutic personnel mount to a point where intensive individual 
case studies—including adequate records and follow-up—and even sustained thera- 
peutic relationships with the cases become impossible. Our own guess is that, with 
its financial and other resources, the true number of cases that a facility such as 
Riverside Hospital can handle on a research basis comes closer to fifty than 140. But 


®3 See Riversipe HospiraL, 1954 ANNUAL Report 2 (n.d.). 

**RCHR Report No. VI, Post-HospiTaLizATION ADJUSTMENT OF Apnocrs TREATED AT RIVERSIDE 
Hosprrat (1957). 

®© See ibid. 
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then, we can well imagine what would happen to the Riverside Hospital budget 
if it refused to fill more than fifty of its beds at one time. 

4, Users need sustained help over a long period of time. Therapists who have 
had some experience with youthful users and are searching for more effective ways 
of cure and rehabilitation tend to follow one of several broadly conceived paths. 

Some believe that the addict should be forcefully kept in a closed institution, in 
the course of his therapy, for a long period—for at least a year.°° This would allow 
for the establishment of a genuine therapeutic relation, without the diverting in- 
fluence of drugs. ' 

Others prefer to investigate the feasibility of treating users on an out-patient basis, 
allowing for use of the drug concurrently with the therapeutic process. It is hoped 
that as the therapist becomes a genuine source of support, the patient will become 
capable of giving up the drug.°” The greatest difficulty of this approach is the 
loss of patients who, for one reason or another, elect to withdraw from therapy. 

A third approach is used, among other measures, by the staff at the Counselling 
Clinic at the Northwestern University Medical School in Chicago. Group therapy 
with addicts while they are in jail aims at developing motivation for therapy in the 
clinic after release from jail. Here too, the proportion of successful rehabilitation 
is very small—less than one-fifth.® 

None of these approaches are related to the recent proposal for legislation to 
permit prescription or medical administration of opiates to addicts. This measure 
is commonly conceived of as a measure designed to control the illegal drug market 
and to make it possible for the addict to avoid criminal activity, rather than as a 
measure to cure and rehabilitate the addict, but the judicious administration of 
opiates may also be thought of as part of a therapeutic program. 

Whatever approach one takes on any of these issues, there is general concurrence 
on the need to provide supportive and protective services for the addict in the 
community. 

5. The postaddict needs support in the community. The main support is, of 
course, a sustained relationship with some therapeutically oriented person. Success- 
ful cures at Riverside Hospital are, as a rule, with those youngsters who succeeded 
in establishing genuine contact with a therapist in the institution and, upon release, 
continued to see the same person in the after-care clinic. It would obviously be 
desirable for this person to be able to command services which would help to 
cushion the addict or postaddict from unduly frustrating or anxiety-producing situ- 
ations. Vocational guidance and placement is one such service. A “transition 
home” for those whose family situation is too damaging and impedes their efforts 


5° The Los Angeles Probation Office planned to set up such an institution, but this project has 
apparently not yet materialized. 

57In New York City, for example, a group of thirty therapists recently started treating sixty addicts 
on such a basis. The Narcotics Addiction Research Project has been initiated and directed by Dr. Marie 
Nyswander, who was on the staff of the Lexington Hospital for one year. 
°° Personal communication from Dr. Edward Shimberg to authors, July 1956. 
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at better adjustment has also been suggested. Planning of leisure time and social 
contacts with nondelinquent, non-drug-involved peers is also of prime importance: 
addicts usually agree that rehabilivation. i is hopeless if one returns to the same com- 


V 


CoNCLUSION 


This, then, is an overview of what is known about the juvenile male heroin 
user. That it must raise many questions about the by-now-traditional approaches 
to and the customary ways of thinking about the drug user and that it contains many 
implications for a rational program of prevention, rehabilitation, and control, we are 
certain. But, for the present at least, we think it best to leave it to the reader to 
draw his own conclusions. 


BiBLioGRAPHY OF UNPUBLISHED STUDIES CONDUCTED AT THE 
ReEsEARCH CENTER FOR Human Re tations, New York UNIvERsITY 


Seven studies of the Epidemiology of Drug Use have been completed by the 
staff at the Research Center for Human Relations, New York University, in the 
years 1952-56. Preliminary reports on most of these studies are available to qualified 
research personnel on request. 


Report No. I, THe Ecotocy or Juventte Druc Use, 1949-1952 (1954). An ecological 
analysis of involvement with drugs by males, aged sixteen to twenty, in three boroughs 
in New York City, between 1949 and 1952. Data were collected from magistrates’ 
courts, city hospitals, and the Youth Council Bureau. Duplications of cases as a conse- 
quence of the same case being known to more than one source, or more than once 
to the same source, were eliminated. Incidence rates were computed for census tracts 
and health areas. Certain data based on interviews with addicts are also included in 
this report, but fuller treatment is given in Report No. II. 

Report No. I-A, Detinquency Trenps (1954). A comparison of trends in juvenile 
delinquency (other than drug involvement) in high and low drug-use neighborhoods 
in Manhattan for 1949-52. Rates of various types of offenses were computed on the 
basis of court charges for males, aged sixteen to twenty. 

Report No. I-B, Tue Ecotocy or JuventLte Druc Use, 1953-1955 (in preparation). A 
continuation of the original ecological study. 

Report No. II, Persona, Backcrounp oF Druc Users, DELINQUENTs AND CONTROLS 
(1954). An exploration by means of interviews and review of case records of the 
social backgrounds and personal experiences of male heroin-users and nonusers, 
aged sixteen to twenty, living in relatively high drug-use neighborhoods of 
New York City. Four groups of about fifty cases each were studied: delinquents who 
became heroin users, nondelinquents who became users, delinquents who did not 
become users, and nonusers who were also not otherwise delinquent. Special at- 
tention was paid to the social processes involved in becoming an addict and, in the 
case of the last group, to the way in which such boys manage to avoid delinquency 
and drug use while growing up in hazardous neighborhoods. 


5° See RiversipE Hospitat, op. cit. supra note 48, at 8. 
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Report No. III, Heroin Usz anp Streer Gancs (1954). Data were collected from de- 
tached workers of the New York City Youth Board who had worked with eighteen 
antisocial street gangs, to study the nature and extent of drug use in these gangs and 
to compare the characteristics of gang members who use and do not use drugs. The 
role of the gang in the spread of drug use or resistance to it was examined. 

Report No. IV, THe Currurat CLIMATE OF JUVENILE Druc Use (1956). A comparative 
analysis of the attitude-value-belief climate of thought among eighth-grade boys in 
three neighborhoods in New York City which vary in prevalence of drug use. This 
population, younger than the usual age at which users first experiment with drugs, 
was selected because it represents a potential target group for preventive efforts. 
Anonymous questionnaires were administered to 925 boys. A cluster analysis of their 
responses was performed separately for each neighborhood. This type of analysis 
permits a comparison of the nature of an orientation to delinquency in the three 
neighborhoods, especially as this relates to favorable attitudes to narcotics, accuracy of 
information about drugs, and exposure to drug users. 

Report No. V, Tue Famity oF THE Appict (1956). Lengthy interviews were conducted 
with mothers and fathers of thirty addicts and twenty-nine control boys living in 
neighborhoods of high drug-use in New York City. The two groups were compared 
as to patterns of family background which are likely to lead to weak ego structure, 
defective superego development, inadequate masculine identification, lack of realistic 
middle-class orientation, and distrust of major social institutions. 

Report No. VI, Post-HospITaALIzATION ADJUSTMENT OF AppicTs TREATED AT RIVERSIDE 
Hospirat (1957). Posthospitalization adjustment of thirty male addicts in work, 
family relationships, leisure time activities, peer relationships, drug use, and ability to 
communicate to a therapist in the after-care clinic was compared with the prehospital- 
ization adjustment in these areas. Change in adjustment was also studied as it related 
to independent measures of the hospital experience, the family background, and 
psychiatric diagnosis. One year follow-up. 

Report No. VIII, THe FEMALE JuveniLe Herorn User (in preparation). Twenty first- 
admission female patients at the Riverside Hospital in New York City were studied 
by means of psychiatric interviews, psychological testing, and home visits by advanced 
psychiatric social work students with the families. 
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NARCOTICS AND CRIMINALITY* 


Haroip FIinestonet 


Of the many controversial aspects of narcotics addiction in this country, perhaps 
the most emotionally freighted one has been the nature of its relationship to crim- 
inality." This relationship, which has always appealed to popular imagination, has 
become the focus of even greater attention in these postwar years, as the use of 
narcotics has spread in almost epidemic proportions among some sectors of our 
adolescent and young-adult population, and as these youthful addicts, in increasing 
numbers, hav« collided with the police for violations of the narcotic drug laws and 
for other criminal offenses. This recruitment of growing numbers of young persons 
to the use of narcotics has, indeed, invested the relationship with a novel character, 
and it is with the exploration of this somewhat recent development that this paper 
is primarily concerned. To this end, an attempt will be made to explain how nar- 
cotics use and criminality came to coincide in the experience of many young narcotics 
users, how the narcotics use is related to their criminality, and, then, how this rela- 
tionship typically changes during the career of the individual addict. There will, 
then, follow a discussion of some conceptions of the relationship between addiction 
and criminality that have enjoyed wide currency, and an analysis of them in terms 
of their applicability to the problem of the young addict. 


I 


The Uniform Crime Reports* and the data collected in the course of the Chicago 
Narcotics Survey, 1951-53,° both indicate a trend, in evidence since the early thirties 
and interrupted only during the war years, towards not only an increasing number 
of, but also a correspondingly increased involvement of young persons in narcotic 
drug law violations. Thus, the Uniform Crime Reports recorded 2,648 arrests for 
narcotic drug law violations in 1932, which figure rose to 5,014 in 1940, fell to 1,123 
in 1942, and rose again to 2,807 in 1946, 6,546 in 1949, and 13,030 (the apogee) in 


* Much of the material upon which this paper is based has been drawn from the Chicago Narcotics 
Survey, a study conducted between 1951 and 1953 by the Illinois Institute for Juvenile Research and 
the Chicago Area Project, with the financial assistance of the National Institute of Mental Health, United 
States Department of Health, Education, and Welfare. The writer would like to acknowledge the 
assistance received in the preparation of this paper from Clifford R. Shaw, Henry McKay, and Solomon 
Kobrin, supervising sociologists at the Illinois Institute for Juvenile Research. 

+ A.B. 1942, M.A. 1943, McGill University. Research Sociologist of a study, The Rehabilitation 
Process in Reformed Offenders, conducted since 1954 by the Illinois Institute for Juvenile Research 
and the Chicago Area Project. Research Sociologist, Chicago Narcotics Survey, 1951-53. 

1 This paper is restricted to a discussion of the relationship between opiate use and criminality. The 
relationship between cocaine or marijuana use and criminality raises somewhat different and less urgent 
problems. 

? FBI, U. S. Dep’r oF Justice, UntForm Crime Reports For THE Unitep States (1932-55). 
® Cf. Cuicaco Porice DEPARTMENT, 1934-53 ANNUAL Reports (n.d.). 
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1950. The trend from 1952 onwards cannot, unfortunately, be inferred from these 
data, since the basis of reporting arrests for the Uniform Crime Reports was revised 
and the population base restricted in that year; but even with the revised procedure 
of reporting, the number of arrests annually reported has never fallen below the 
figure reached in 1940. In 1953, for example, 5,681 arrests were reported. The 
Chicago Narcotics Survey data clearly reflect the same trend. The annual number 
of arrests averaged 330 for the period 1934-38, rose to 433 in 1939, declined during 
the war period, but resurged during the postwar period, rising to 424 in 1946 and 
increasing annually thereafter until a peak of 1,188 was reported in 1951. The 
most recent years for which comparable data are available, 1954 and 1955, however, 
show some tendency towards a diminution in the number of arrests. 

Closely paralleling this increase in the absolute number of arrests for narcotic 
drug law violations is the trend, on both the national level and in Chicago, towards 
a gradually increasing proportionate number of such arrests in the younger age 
groups. The data from the Uniform Crime Reports indicate that in 1932, the pro- 
portion of total arrests for narcotic drug law violations in the twenty-four-and-under 
age group was fifteen per cent; in 1941, this proportion was twenty-nine per cent; 
and in 1951, it was forty-six per cent. The operation of a similar trend in Chicago 
is revealed by the fact that the proportion of total arrests falling in the sixteen-to- 
twenty age group was four per cent in 1934-38, seven per cent in 1941, and twenty- 
four per cent in both 1950 and 1951. During the same period, the proportion of total 
arrests in Chicago falling in the thirty-one-and-over age group decreased from an 
annual average of fifty-five per cent for the period 1934-38 to twenty-five per cent 
in 1951. Another method of portraying the same trend for Chicago is through the 
rates of arrest for narcotic drug law violations in each age group. Table I permits 
such a comparison. 


TABLE I 


Rates oF Arrest For Narcotic Druc Law VioxaTions (Cuicaco) Per 10,000 PopuLATION 
FOR D1rFERENT AcE Groups Durinc THE PERtIops 1934-38 AND 1951 


Age groups 1934-38 1951 
16-20 43 13.64 
21-30 2.10 10.08 
31 and over 1.09 1.48 


And still additional evidence of the trend towards the growing recruitment of new 
narcotics users among young people is provided by the data on first admissions of 
Chicago residents to the United States Public Health Service Hospital, Lexington, 
Kentucky, for two separate periods, 1937-41 and 1947-51. For the period 1937-41, the 
sixteen-to-twenty age group constituted four out of a total of 282, or 1.4 per cent 
of the first admissions; in the later period, 1947-51, it constituted 354 out of 1476, Or 
twenty-four per cent of the first admissions. In contrast to this younger age group, 
the thirty-one-and-over age group comprised seventy-two per cent of the total first 
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admissions in the period 1937-41, and only twenty-seven per cent of such admissions 
in the period 1947-51. 

These data appear unequivocally to evince the changing character of the narcotics 
addict population, which, since the early thirties, has more and more, both absolutely 
and proportionately, come to be comprised of adolescent and young-adult age 
groups. 

But what are the types of offenses, apart from narcotic drug law violations, for 
which these addicts have been arrested? Is there any substance to the common 
notion that a high proportion of crimes committed by addicts are crimes of violence? 
The organization of the Narcotic Bureau of the Chicago Police Department in 1950 
made possible the collection of data about the arrests of all known narcotics users 
which sheds some light in this area. From these data for the year 1951, it has been 
possible to classify these arrests and to determine the percentage distribution of the 
more serious types of offenses among addicts vis 4 vis the population at large.* These 


TABLE II 
THE PERCENTAGE DIsTRIBUTION OF ARRESTS FOR THE Most Serious Types oF OFFENSES 
IN THE Narcotic BurEAU AND THE Cuicaco Potick DEPARTMENT, 1951° 





Narcotic Chicago Police 
Bureau Department 
Larceny—Theft (except auto theft) 58.8 31.0 
Robbery 16.2 7.3 
Burglary—Breaking and entering 9.9 9-4 
Stolen property: buying, receiving, possessing 5.1 3.2 
Forgery and Counterfeiting; Embezzlement 
and Fraud 4.2 4.9 
Sex offenses; Rape 1.6 11.0 
Auto theft 1.5 g.1 
Weapons: carrying, possessing, etc. 1.4 4-4 
Aggravated assault; other assault 1.3 19.7 
100.0 100.0 


figures are presented in Table II, and they would seem to indicate that the number 
of arrests for nonviolent, property crimes was proportionately higher among addicts. 
In contrast, however, the number of arrests of addicts for violent offenses against 
the person, such as rape and aggravated assault, was only a fraction of the proportion 
constituted by such arrests among the population at large. 

Another kind of datum that bears directly on the relationship between narcotics 
use and criminality is that showing the spatial distribution of narcotic addicts within 
the urban community. Faris and Dunham, in their study of 772 cases of addicts 
admitted to four Illinois State Hospitals and eight private institutions from the city 
of Chicago in the period 1922-34, observed that there appeared to be a general con- 


* Arrests for criminal homicide were not tabulated separately by the Narcotic Bureau, however, be- 
cause their number was too small to justify a separate category. 
® Cuicaco Potice DEPARTMENT, 1951 ANNUAL REPoRT 13 (n.d.) 








72 Law anp CONTEMPORARY PROBLEMS 


centration of such cases in and near the center of the city. “It is noted that almost 
50 per cent of the cases are in the hobo and rooming-house areas at the center of the 
city.”® Since the period of the Faris and Dunham study, the character of the addic- 
tion problem has been changing in the direction indicated in the previous discussion, 
but ecologically, the incidence of addiction has remained heavily concentrated in a 
few of the disadvantaged areas of the city:” 

The drug use problem is concentrated with extraordinary sharpness in a very limited 
segment of the city’s population. ... Almost two thirds of Chicago’s drug users may be 
found in the decile, or tenth, of the population whose community rates [of drug users by 
community areas] are the very highest. Almost nine of every ten drug users may be found 
in the upper deciles, representing 20 per cent of the city’s population. 


And other types of data indicate that where the incidence of addiction is highest, 
there is the heaviest concentration of many other types of social problems :* 
The highest concentrations of drug users are found in the communities displaying the 


highest rates of Juvenile Court delinquents, of Boys’ Court cases, of tuberculosis, and of 
infant mortality. These are the communities of lowest income in the city. 


Similar findings concerning the ecology of narcotics addiction in New York City 
were established in recent studies conducted by the Research Center for Human 
Relations, New York University. This agreement in the findings of these recent 
studies, together with the observation that the distribution of many deviant social 
phenomena has tended to exhibit a similarity in spatial pattern in many other 
ecological studies, affords some basis for the tentative hypothesis, here advanced, that 
the findings of the Chicago study may also apply to other large cities where there 
is a problem of narcotics use among young persons. 

A comparison of the distribution of cases of narcotics addiction in the Faris 
and Dunham study with the distribution of cases in the Chicago study almost a 
generation later reveals a definite relationship between the two. In the earlier study, 
as has been noted, the cases were concentrated in and near the center of the city, 
in the hobo and rooming-house districts, which were part of the “zone of transition.” 
The more recent Chicago study established that the cases were concentrated in the 
disadvantaged areas farther out from the center of the city, but immediately 
adjoining the “zone of transition.” The change from the earlier to the later pattern 
of distribution involved no spatial discontinuity—that is, the new areas of concen- 
tration were immediately contiguous to the areas where the problem was formerly 
most highly concentrated—and this suggests that narcotics use may have diffused 
from one area to the next. 


®Rosert E, L. Faris anp H. Warren DunHaM, MENTAL Disorpers IN URBAN AREAS 122 (1939). 

TIturnois INsTITUTE FOR JUVENILE RESEARCH AND THE Cuicaco AREA Project, REPORT OF THE 
Cuicaco Narcotics Survey 44 (unpublished manuscript 1953). 

SIxuinois INsTITUTE FOR JUVENILE REsEARCH, Druc AppicTIon AMonc YounG PERsons IN CHICAGO 
6 (1953). 

*For a brief description of the nature and scope of these studies, see the bibliography appended to 
Chein and Rosenfeld, Juvenile Narcotics Use, supra 52-68. 
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In the light of these data, let us now address the central problem of the relation- 
ship of narcotics use and criminality: How did narcotics use and criminality come 
to coincide in the life experience of many adolescents and young adults in the dis- 
advantaged areas of large cities, such as Chicago? What is the nature of the 
relationship between the narcotics use and criminality in this sector of the population ? 
The central theme of the interpretation to be offered is that this conjunction has 
been, in part, a consequence of influences having their origin in the social life, or 
“subculture,” of these young persons and, in part, a consequence of influences having 
their origin in the local communities which impinge on the young persons residing 
there. 

In spreading to young persons, as it did, narcotics use made its inroads within a 
distinctive and uniquely vulnerable social milieu, the world of the adolescent in the 
most disadvantaged areas of the city. Like their age-mates everywhere, these ado- 
lescents spontaneously form peer groups, which exert a significant influence upon 
their conduct. In other types of communities, however, particularly those of higher 
socioeconomic status, the control over behavior exerted by the peer group is subject 
to restraint by the obligations and loyalties binding the individual adolescent mem- 
bers to other conventional groups, such as the family and the school. By way of 
contrast, such competing obligations and loyalties fail to exert their limiting and 
moderating influences in the most disadvantaged areas, and the peer group assumes 
a virtually sovereign control over the behavior of the individual adolescent. Under 
such conditions, the introduction of a novel practice may lead to its rapid diffusion, 
and, because it is unchecked by pressures counter to those exerted by the peer group 
itself, go to extremes that are not possible among adolescents elsewhere. In this 
milieu, narcotics use could spread more selectively and with somewhat greater 
difficulty, perhaps, but in a manner analogous to a new fashion in language, 
dress, or music. 

The social world of the adolescent male in the disadvantaged areas has been aptly 
characterized by the term “street-corner society.” This concept, which will be referred 
to frequently in the subsequent discussion, has been developed as follows:’° 


This term has come into use in recent years to describe the street gangs which abound 
in certain quarters of the city. The use of the expression “society” in connection with 
such gangs is meant to suggest that all members of street gangs share a distinctive set 
of ideas and attitudes, much as would, say, the members of “cafe society.” It is, more- 
over, a society in the sense that a large enough number of young persons have participated 
in it over a long enough period of time so that it exists independently of particular persons 
entering or leaving its ranks. 

This society flourishes in those communities where the traditional influences and con- 
trols over the conduct of the youth group tends to be weak and uncertain. In such com- 
munities all young persons either participate in or are exposed to the activities of this 
society. In the face of counteracting pressures for conformity to the rules and morals of 
the wider society, of varying degrees of effectiveness, some youngsters merely dabble in 


‘Tir iNors INSTITUTE FOR JUVENILE RESEARCH, op. cit. supra note 8, at 9-10. 
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street society, taking on only some of its superficial traits; others participate fully but for 
relatively short periods; and still others become full-fledged members and ultimately the 
bearers and agents of its code and its culture. 

The central feature of this society and its body of practices, or “culture,” is the support 
it gives to behavior which is generally inconsistent with the norms of conventional society, 
and often openly hostile to many of its expectations. This orientation on the part of 
street boys is expressed in a variety of ways, but is most clearly and dramatically manifested 
in delinquency, and in the search for and exploitation of “kicks.” 


It is evident from this description that there are significant influences originating 
in street-corner society itself that would be hospitable to experimentation with nar- 
cotics. An orientation to life which gives zestful sanction to many forms of un- 
conventional activity appears to have spread the welcome mat for narcotics use. Much 
of the behavior reported by these young addicts clearly indicates that they had 
actively sought out narcotics—and not only heroin, but every other substance of 
which they had heard which yielded a “kick,” such as marijuana, cocaine, benze- 
drine, and the barbiturates. The activity centering around these narcotics had many 
of the characteristics of a fad—that is, the restless searching, the uncertainty and 
excitement and exclusive preoccupation with a novel experience, the pressures to 
“go along,” and the final capitulation on the part of many, despite the existence of 
strong initial doubts and inhibitions. 

While the spread of narcotics use to young persons was tightly restricted to those 
local areas which also had high rates of juvenile delinquency and young-adult 
criminality, there were some communities with rates of juvenile delinquency almost 
as high where adolescent narcotics use was virtually unknown. In a community 
of the latter type, it was actually possible to observe a situation where the coming 
to light of several cases of narcotics use by young people of the locality evoked such 
strong moral disapproval and community resistance that any potential epidemic 
was quickly averted in its incipient stages. By way of contrast, in many of the areas 
to which narcotics use spread, the local residents were just as morally aroused, but 
their opposition was ineffective. In the first type of local community, the local 
residents were capable of collective action to insure effective law enforcement and 
other direct measures to deal with the problem; in the latter type of community, the 
local residents were not able to turn their strong moral disapproval into effective 
collective action. 

This discussion suggests that narcotics use spread to adolescents in communities 
deficient in two essential types of social control: first, the controls originating in 
conventional institutions which define the limits of permissible behavior for ado- 
lescents; and secondly, the controls by means of which the community is enabled 
to resist encroachments by those espousing values to which it is strongly antagonistic. 
These deficiencies constitute an essential part of the “slum-making process.” It was 


apparently the operation of similar processes that led to the concentration of such 
deviant occupational types as criminals, racketeers, prostitutes, and drug peddlers 
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in the same disadvantaged areas in which narcotics use was later to spread among 
young people. The location of such aberrant types in these areas is fraught with 
significance, because in time they come to symbolize both opportunity and hazard 
for many street-corner boys. 

In view of the weakness of community solidarity in the disadvantaged areas, the 
location there of such deviant types is not to be construed as an expression of the 
moral qualities of the local residents, but rather as part of a process of selection 
whereby these types locate where they can survive and perform their function. 
Although at first an alien influence in the slum community, these deviant types do, 
however, in time attract local, and particularly younger, residents to perform their 
illegal functions. Lohman has commented upon a similar process in his observation 
of the consequences of the location of gambling and prostitution in the Near 
North-Side Communities of Chicago in the late thirties: 


. . .. Occupational opportunities are limited in character. The first and foremost facet 
for the gaining of a livelihood which competition in the whole life of the city assigns 
to communities such as the Italian or the Negro on Chicago’s Near North Side is of course 
unskilled labor. The low income standard which such work provides stands in strong 
contra-distinction to standards of success and personal property which society at large 
exhibits. On the other hand, the community has, within its environs, pursuits which 
afford a higher income. These opportunities may not in themselves be morally approved 
by conventional society but the whole society gives rise to their being and they singularly 
afford what other limited laboring opportunities deny. 

The location of such institutions of vice and disorganization, through the impersonal 
distribution of function throughout the city has established an order to which the local 
community subscribes. The shills, stickmen, dealers, doormen, in short, the professional 
staff of C-Street’s bookies and gambling resorts are provided largely by the local com- 
munity to the west. Prostitution along D-Street, with the first invasion of the Colored 
community supplied largely by recruited inmates from the south side, is now a matter 
entirely of local occupation not only for the girls, but for the operators as well... . 


In the localities frequented by adult criminals, the notoriety, glamor, and symbols 
of material success that are sometimes associated with them enhance their attractive- 
ness as role-models to members of street-corner society, who, as adolescents, may find 
it easier to identify with them than with conventional role-models. In a similar 
vein, interviews with young narcotic addicts in 1952 suggested the observation that 
in at least certain social circles where these youngsters sought status and recognition, 
adult addicts or “junkies” enjoyed a certain prestige. Many of these young addicts 
reported that they and others had tried to simulate the mannerisms and philosophy 
of life of addicts before they themselves had become addicted. 

Reverting now to the relationship between narcotics and criminality, the prin- 
cipal observation to be made is that narcotics use spread to adolescent groups who 
simultaneously evaluated highly adults who were engaged in a wide variety of 


Lohman, The Participant Observer in Community Studies, 2 Am. SoctotocicaL Rev. 890, 894 
(1937). 
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criminal activity and adults who were addicted; and these valuations were reflected 
in both criminal activity and experimentation with narcotics. Thus, both the crim- 
inality and experimentation with narcotics stemmed, at least in part, from influences 
to which the youngsters were exposed, as represented by adult models within the 
local community. Both criminality and narcotics use came to be prestigeful forms 
of activity. In this sense, it is irrelevant to ask whether the delinquency preceded the 
addiction or vice versa. Many of those who became addicted and were forced to 
engage in crime to support the high cost of their addiction would probably have 
gone on to engage in crime as adolescents regardless of whether or not they had 
become addicted. 

The statement that both delinquency and narcotics use existed side by side as 
independently valued patterns of behavior is not inconsistent with the observation 
that for specific individuals, delinquency or narcotics use may have initially repre- 
sented alternative forms of behavior.* Nor is it inconsistent to observe that each 
activity became modified within the individual’s behavior when conditioned by the 
other. For example, in some instances, adolescents on the fringes of street-corner 
society and only marginally involved in criminal activity apparently seized on the 
possibility of narcotics use as a means of enhancing their status in the group, since 
it was not always the existing leaders who were the first to experiment with narcotics. 
Once addicted, however, these adolescents, who previously had been only marginally 
involved in delinquency, were forced into regular criminal activity in order to raise 
money to maintain their supply of narcotics. 

What kind of image can be formed of the young addict or “junky” and of his 
milieu that may be of assistance in understanding the relationship between narcotics 
use and crime? At the time when many of these young addicts were interviewed in 
1952, most were still in the early stages of their addiction. They were “snatch-and- 
grab” junkies, supporting their habits through petty thievery, breaking into cars, 
shoplifting, and a variety of “scheming,” such as “laying a story” on “a sucker” in 
the hope of gaining sympathy and some cash. Some enterprising ones actually had 
girls out “hustling” for them through “boosting” (shoplifting) and “turning tricks” 
(prostitution). Despite the ragged state of their clothing and the harried nature of 
their existence, they regarded themselves as the members of an elite, the true “down 
cats” on the best “kick” of them all, “Horse” (heroin). Many of them were still 
living at home, although they had long since exhausted the last reserves of patience 
of their families and “fenced” much of their movable property. Few, if any, of them 
had finished high school, and, on the average, they had little or no employment 
experience. Their attitudes towards work and the daily routine that steady employ- 
ment presupposed were entirely negative. Their number-one hazard was the “man” 
(the police). Once they became “known junkies”—that is, known to the police— 
they were frequently picked up and sometimes sentenced—mostly for misdemeariors 


12Cf. Dumpson, Gang and Narcotic Problems of Teen Age Youth, 6 Am. J. PsycHOTHERAPY 312 
(1952). 
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and, consequently, for shor. sentences. In their own words, they would begin to 
“ride the horse to California” (in Chicago, the criminal and narcotic courts, as well 
as the County Jail and the House of Correction, are located on the street with this 
name). The police became a symbol of the “revolving door through whose entrance 
and exit the same persons form a constant procession.”** 

After months and sometimes years of this kind of existence, the morale of the 
young junky drops very low, or his health deteriorates, or his daily requirement of 
narcotics gets beyond his ability to support, and he finally considers attempting to 
cure himself of the habit. Because these addicts were constantly being picked up 
by the police and held at the police lockup or receiving short sentences, they were 
frequently forced to “kick the habit cold turkey”—that is, to undergo the abrupt 
withdrawal of the narcotic. This would remove their physical dependence on it, 
but they would inevitably relapse shortly upon release. Consequently, when they 
sought a “cure,” they hoped for more than mere withdrawal of the narcotic. At 
this point, their motivation was never clear, but it led many of them to seek treatment 
at the United States Public Health Service Hospital at Lexington. The treatment 
at Lexington, too, was very frequently followed by relapse. 

The question arises as to the relationship of the young narcotics addict to the 
rest of the criminal world. The impression gained from interviewing them was 
that these addicts were petty thieves and petty “operators” who, status-wise, were 
at the bottom of the criminal population or underworld. It is difficult to see how 
they could be otherwise. The typical young junky spent so much of his time in 
a harried quest for narcotics, dodging the police, and in lockups, that he was hardly 
in a position to plan major crimes. 

It is to be observed that narcotics use spread to areas and to parts of the city and 
to groups of adolescents and young adult males who have traditionally been re- 
sponsible for a high proportion of the larceny and robbery and other serious property 
crimes committed in the city. Accordingly, it would be expected that a certain 
proportion of young addicts would also be responsible for these major offenses. This 
was found to be true, but the interviews suggested two further relevant observations: 
First, a number of addicts did commit serious offenses against property and persons, 
but usually such individuals had also committed similar offenses before becoming 
addicted. Second, the number of offenses coupled with violence appeared to be but 
a small proportion of the total, an observation which is corroborated by the data 
from the Narcotic Bureau of the Chicago Police Department for 1951, presented 
earlier. Addiction, thus, appears to reduce both the inclination to violent crime 
and the capacity to engage in sophisticated types of crime requiring much planning. 

If the present public policy towards addiction remains unchanged, it is a moot 
question as to what will happen to these young addicts as they grow older. It 
seems unlikely that they can rise in status among their nonaddicted associates who 


28 Collins, Law and the Woman Narcotic, in PROCEEDINGS OF THE SIXTY-SEVENTH ANNUAL CONGRESS 
OF THE AMERICAN Prison Ass’N 66, 68 (1937). 
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are engaged in criminal activity, nor are they likely to become engaged in more 
serious types of crimes. The possibility that most plausibly suggests itself is that 
as they grow older and wiser in the ways of coping with their addiction, they will 
increasingly learn to “cool it”—that is, they will leave behind them the days of the 
“frantic” and the “snatch-and-grab” junky and learn to conceal their addiction. 
Through trial and error, they will grope for unconventional and illegal ways of 
making money that will involve a minimum of risk-taking. They will also learn 
to take the occasional “bust” and short sentence. As public concern over the problem 
of narcotics use falls off, many will find ways and means of establishing a modus 
vivendi with the police. And, although the evidence for this is obscure and incon- 
clusive, some few of them may be able to “kick the habit” for relatively long periods 
of time and achieve some semblance of conventional life. Those few engaged in 
serious criminality will probably continue to engage in it. For them, penitentiaries 
rather than the House of Correction or the County Jail will punctuate their sojourn 
on the streets. 

What, finally, are the implications of the spread of narcotics use to street-corner 
society? One of the most intractable features of that society is its detachment from 
conventional institutions and controls and its opposition to social expectations having 
their origin in the conventional world. This detachment represents the greatest 
obstacle to any attempted intervention to modify the behavior of its members. The 
spread of narcotics use to this segment of the community has increased its sense of 
alienation and has intensified the difficulties of effective intervention. These young 
addicts have come increasingly to live in a world apart, and all their experiences are 
such as to make them, realistically, increasingly unemployable as times goes on. This 
alienation of the young junky, this widening spatial and social distance separating 
him from the conventional sectors of the community and of public opinion, has, 
unfortunately, by making his behavior so apparently unintelligible, further tended 
to reinforce the common stereotype of the “drug fiend.” Such stereotypes have im- 
peded more humane and realistic measures to cope with the plight of the young 
addict. 

Observers have expressed surprise at the metamorphosis by which the street- 
corner boy evolves into the young adult who becomes a hard-working conventional, 
family man. This transformation takes place despite the occasional handicap of a 
juvenile or adult criminal record and the stigma of being an “ex-con.” It is a transi- 
tion that can be explained, at least in many cases, as a change from the adolescent 
to the adult role. The adult male has occupation and family as incentives for him 
to achieve a stable life organization. The adolescent, particularly in the disad- 
vantaged areas, often does not have such powerful incentives until he reaches young 
adulthood. It has been noticed that young addicts, as they near adulthood, some- 
times attempt to re-evaluate their modes of behavior, including their addiction, from 
an adult perspective and even make some gestures to achieve a conventional adult 
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role. Rarely does it get beyond the stage of gesture, however, because of the demands 
of their addiction. The spread of narcotic use to street-corner society, thus, has had 
the effect of perpetuating petty criminal careers which otherwise might have been 
merely an episodic part of the individual’s life as an adolescent and as a street-corner 


boy. 
II 


Having observed the setting in which narcotics and criminality become associated 
in the experience of young persons, let us turn briefly to two currently prevalent 
conceptions of this relationship and discuss their applicability to the problem of the 
young addict. These two conceptions, representing, in general, the perspectives of 
the two groups of officials most directly responsible for dealing with the addict—the 
law enforcement and medical authorities—may be designated as the correctional and 
the medical points of view, respectively. Since each of the two conceptions is in- 
telligible only when considered in relation to present public policy, which it is 
in part, intended to implement, a few of the immediately relevant features of this 
policy should be explored. 

The present policy, implemented, with a few unimportant exceptions, through 
the Harrison Act,’* enforces the prohibition of all narcotics for the satisfaction of 
addiction. Since, at the time of its inauguration, there was a sizeable addict popula- 
tion—the most generally accepted estimates of their number made at this period 
being in the neighborhood of 100,000'°—this prohibition policy apparently assumed 
that total abstinence was a feasible goal for all addicts. This assumption has, in fact, 
become the basis for most subsequent discussions of the problem of addiction in this 
country. In 1932, Treadway stated the prevailing view as follows:*® 

The necessity of prolonged or life-long administration of narcotic drugs is not uni- 
versally held in this country. . .. According to the modern conception, crystallized in 
socially and legally sanctioned laws, drug addicts or persons requiring continuous and 
nondiminishing doses of opium or its derivatives are unpopular and regarded as a menace 
to the social order. They appear to constitute a medicosocial problem demanding institu- 
tional segregation and treatment. There is, however, no treatment for drug addiction from 
the standpoint of specific cure that will miraculously operate to rid drug addicts of their 


addiction. 

The adoption of this policy confronted every addict with the dilemma of either 
seeking to cure his addiction or violating the law and, thus, exposing himself to 
criminal prosecution, conviction, and incarceration. The fact that many thousands 
chose the latter course, despite the threat of imprisonment and the destructive per- 
sonal and social consequences of addict status, raises some question as to the practical- 
ity of a policy that attempts to enforce total abstinence on the part of addicts. The 


4 Act of Dec. 17, 1914, c. 1, 38 Star. 785, as amended, 26 U. S. c. §§4701-36 (Supp. III, 1956). 

18 See Kolb and Du Mez, The Prevalence and Trend of Drug Addiction in the United States and 
Factors Influencing It, 39 Pustic Heattu Rep. 1179, 1202 (1924). 

*° Treadway, Drug Addiction and Measures for Its Prevention in the United States, 99 A. M. A. J. 
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issue is further complicated in this country by the availability, through nonmedical 
channels, of illicit narcotics at highly inflated prices. 

The problems confronting physicians who attempt to treat the addict under this 
public policy of prohibition have led to certain additional assumptions as to the 
relationship of narcotics and criminality. Lambert, a prominent physician concerned 
with the treatment of addicts, has articulated these assumptions in the following 


terms:?" 


It is clear that the individual who is a crimjnal and has been convicted for mis- 
demeanors or felonies is a far different person to deal with than the individual who is 
convicted of the single misdemeanor of being in possession of one of these drugs. 

Many difficulties arise as a result of treatment because of the differences between 
these two main groups, and there are also greater difficulties in the general problem of 
the rehabilitation of the drug addict after the successful withdrawal treatment. 


This early distinction between types of addicts raises the two issues which have 
become central to all subsequent discussion on the relationship between narcotics 
and criminality: First, should violators of the Harrison Act be considered criminals 
in the same sense as violators of other laws; or should they be regarded as criminals 
in a merely technical sense? This issue is joined specifically in the case of the 
addicted narcotic drug law violator. Second, should addiction be regarded as an 
extenuating factor in other criminal cases, or is it merely additional evidence of the 
dangerous character of the offender? Sometimes this latter issue has seemed to turn 
on whether the criminality or the addiction was the prior event in the life career of 
the typical addict. For those holding that criminality generally precedes addiction, 
addiction is regarded as incidental and not a problem separate from criminality. 
Conversely, those holding that addiction is usually the antecedent event tend to 
regard criminality as a by-product, compelled by the necessities of supporting the 
addiction, that will automatically be eliminated if a successful cure of addiction 
is achieved. 

In approaching these and other closely related issues, the correctional and medical 
perspectives are diametrically opposed. The former emphasizes the gravity of the 
problem of criminality associated with addiction and assumes that for the generality 
of addicts, criminality is prior in time to addiction, which is regarded as merely 
another incident of an antisocial attitude towards life. It, thus, tends to reduce the 
whole problem of the relationship between narcotics use and criminality to one of 
criminality. In reference to narcotic drug law violations, it draws little or no dis- 
tinction between the addicted and the nonaddicted offender. Some aspects of this 
philosophy are illustrated in the following passage from the annual report for 


1938 of the Federal Bureau of Narcotics, a leading proponent of the correctional 
point of view:’® 
17 Lambert, Report of the Mayor’s Committee on Drug Addiction to the Hon. Richard C. Patterson, 


]r., Commissioner of Correction, New York City, 87 Am. J. PsycHtaTry 433, 435 (1930). 
18 Bureau oF Narcotics, U. S. Treasury Dep’r, TRAFFIC IN OpruMm AND OTHER DaNGEROUs Drucs 


6, 7 (1939). 
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The overwhelming majority of narcotic drug addicts which [sic] have come to the 
attention of the authorities recently in the United States belong to the criminal element, 
and for various reasons it has been considered important to ascertain at what stage of 
their careers these individuals entered upon the drug addiction habit. In a study now 
being made of a considerable group selected at random from the records it has been 
learned that the first arrest for offenses other than narcotic law violations preceded, some- 
times by as much as 8 to 10 years, the year when narcotic drug addiction began. . . . 

From the present study, it can definitely be concluded that drug addiction is one of 
the later phases of the criminal career of the addict rather than a predisposing factor. 
The procession of events is from criminality to addiction, or from defective personality to 
criminality to addiction. 


Consistent with this conception of the relationship between narcotics use and 
criminality, the correctional perspective advocates vigorous police activity against the 
addict: 

In addition to suppressing the traffic in narcotics, police activity against drug addicts 
is a very essential part of general police operations. The great majority of addicts are 
parasitic. This parasitic drug addict is a tremendous burden on the community. He 
represents a continuing problem to the police through his depredations against society. 
He is a thief, a burglar, a robber; if a woman, a prostitute or a shoplifter. The person 
is generally a criminal or on the road to criminality before he becomes addicted. Once 
addicted he has the greatest reason in the world for continuing his life of crime. Most 
policemen recognize that one of the best ways to break up waves of pocket-picking, petty 
thievery and burglary in a community is by making a round-up of the narcotic addicts. 
Often, a long term of imprisonment for a narcotic addict on narcotic charges will rid 
the community of a burglar or thief for that period. 


Within the field of correctional practice during the present century, however, there 
has been a dual emphasis upon both punishment and rehabilitation as the goals of 
correctional treatment. Historically, punishment is the much older philosophy, and 
it has only been with the increasing recognition of naturalistic and causal interpreta- 
tions of human behavior, a comparatively recent development, that the emphasis 
upon rehabilitation has made headway. At first applied only to juvenile offenders, 
this latter philosophy has gradually been extended to criminal offenders of older age 
groups as well. It is also a philosophy that has application at all stages in the 
administration of justice and in correctional institutions. The crucial question here 
is whether it could not in much greater measure than is now the case also be ex- 
tended to this peculiar offense—narcotics addiction. The high rate of recidivism 
among violators of the narcotic drug laws has frequently been observed. Is this not 
an illustration of the futility of mere punishment? There is, undoubtedly, a certain 
logic to present police methods, because there is no denying that a high proportion 
of young addicts engage in crime—in most cases, almost daily—to support their habit. 
Since a cure, if it is to be achieved at all, is most likely to be achieved in the earlier 
stages of addiction, however, it may well be asked whether the current correctional 
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approach might not be more successful were it to place greater emphasis upon re- 
habilitation. 

Another germane consideration is the interpretation that has been given of the 
manner in which narcotics addiction has spread to young persons. It was an explana- 
tion, hypothetical and yet seeming to square with the facts, that pointed to the 
significance of many social influences in the milieu of the young addict. Such an 
explanation suggests that the young addict presents an appealing case for inter- 
vention and rehabilitation. It does not suggest which course such effort should take, 
but it does indicate and locate the malign influences that must be countered if re- 
habilitation is to have any chance of success. 

In contrast to the correctional, the medical perspective minimizes the extent and 
seriousness of the criminality associated with addiction. In the typical case, it be- 
lieves that the addiction is the antecedent factor and the criminality merely one of 
its consequences. It draws a sharp distinction between addicted and nonaddicted 
violators of the narcotic drug laws, contending that the former should not be regarded 
as criminals. Speaking from this point of view and the perspective of his “statistical 
analysis of the information contained in the clinical records of 1,036 patients admitted 
for the treatment of narcotic drug addiction to the United States Public Health 
Service Hospital, Lexington, Kentucky, during the fiscal year, July 1, 1936 to June 
30, 1937,” Pescor makes the following observations about the relationship between 
addiction and criminality :*° 

If the addict is basically a criminal, it is likely that he would have committed anti- 
social acts prior to his addicton; yet three-fourths of the patients had no delinquency 
record prior to addiction. In arriving at this finding, arrests without any subsequent 
punitive action were not counted, since presumably the patients were not guilty if the 
charges were dropped. About one-fourth of the patients admitted delinquencies, with 
misdemeanors heading the list, convictions second, and juvenile offenses third. 

A substantial majority of the patients were not antisocial prior to addiction, but a 
large number became antisocial after addiction for two principal reasons: First, with 
certain exceptions, the possession of drugs in itself constitutes a violation of the law. 
Second, the high cost of bootleg drugs practically forces individuals of marginal economic 
status to resort to illegal sources of income, usually through the sale of narcotics or 
larceny... . 


Analysis of the problem along these lines has led the spokesmen for the medical 
perspective to regard addiction as a public health problem and the addict as a sick 
person to be treated medically. Kolb has amplified these points as follows:?! 


The drug addict is a much misunderstood individual. He is a problem, but not so 
great a problem as he is generally supposed to be; and he does commit crimes, but 
not to the extent which is generally believed. . . . 

. . . . Chronic addicts suffer some slight physical deterioration because of the direct 
effect of the drug. They suffer more character deterioration because of the physical 

®°Pescor, A Statistical Analysis of the Clinical Records of Hospitalized Drug Addicts, 43 Pusuic 


Heactu Rep. 6 (1938). 
** Kolb, The Narcotic Addict: His Treatment, Fed. Probation, Aug. 1939, pp. 19, 20. 
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enslavement that makes them feel inferior, because they must neglect work in order to 
search for narcotics; because they are impelled to become parasites and thieves in order 
to keep up their supply; because, for the same reason, they must associate with questionable 
characters and always be trying to avoid law officers; and lastly because they evade re- 
sponsibility and solve all difficult problems by narcotizing themselves. 


And again :*” 


It is important that the public be informed as to the exact importance of drug addiction 
in its relation to other things, so that the addict may be regarded not necessarily as a 
criminal, but as a sick person, who needs more attention from the physician and less 
from the police. 


This conception of the addict as a “sick person” has been given a new dimension in 
the work of the psychiatrists, who have defined addiction as a symptom of per- 
sonality difficulties :* 

. ... drug addiction is not in itself a disease, but rather a manifestation or symptom 


of an individual’s personality difficulties. Kolb has said that the addict is a psychologically 
maladjusted individual, plus an accident, the latter being his introduction to a narcotic. 


In considering the applicability of the medical perspective in this area, however, 
two points must further be elaborated: first, the present policy which restricts the 
medical treatment of addicts to an institutional setting; and, second, the conception 
of addiction as a symptom of personality difficulties. 

At the present time, the only setting in which physicians can treat addicts is 
within institutions, such as the United States Public Health Service Hospitals at 
Lexington, Kentucky, and Fort Worth, Texas. Any type of bona fide physician- 
patient relationship for the treatment of addiction in the community is not per- 
missible under the present administration of the Harrison Act. Since, however, any 
advance in the treatment of addiction must come from the medical profession itself, 
it may legitimately be asked whether present public policy conduces this end—does 
it permit the profession to become sufficiently familiar with the problem of addic- 
tion so that basic contributions to the knowledge and treatment of addiction can 
reasonably be expected from it. Moreover, one of the implications of the earlier 
discussion of the milieu to which narcotics use has spread would seem to be that inti- 
mate familiarity on the part of the physician with the values of the young addict 
from street-corner society would be a necessary condition for an effective, dis- 
passionate physician-patient relationship. 

The role of the medical profession in relation to the problem of addiction was 
examined by Dr. Herbert Berger, Vice-President of the Medical Society of the State 
of New York, in testifying at the hearings of a subcommittee of the Committee on 
Ways and Means of the House of Representatives in November 1955, as follows :** 


82 Kolb, Drug Addiction as a Public Health Problem, 48 ScientIFIC MONTHLY 391, 400 (1939). 

*8 Felix, An Appraisal of the Personality Types of the Addict, 100 Am. J. PsycutaTry 462, 465 
(1944). 

°4 Hearings Before the Subcommittee on Traffic in, and Control of, Narcotics, Barbiturates, and 
Amphetamines of the House Committee on Ways and Means, 84th Cong., 2d Sess. 663 (1956). 
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Are there any experts in narcotic addiction in the medical profession? I would say 
those that exist are individuals like Dr. Howe who practiced prior to 1914. There are 
certainly none since then. 

We in medicine have been completely insulated from this problem. . . . 

[The physicians at Lexington and Fort Worth] only have a single facet of this 
problem at their command, that of the detoxification of the patient, removing him from 
the drugs. But as fine as these gentlemen are, they are not seeing the drug addict in his 
own environment, which produced the addiction in the first place. They see him in 
a highly artificial environment, in a drug-free environment, which is what these hospitals 


should be and usually are. 


If this point is valid, then the question becomes one of the conditions under 
which provision could be made for a satisfactory physician-patient relationship tor 
the treatment of addiction within the community. In view also of the low level of 
success hitherto achieved in the cure of addiction, it is clear that such provision would 
have to allow for the continuation of a therapeutic relationship, despite the success or 
failure of the treatment, for a sufficient length of time to permit physicians to achieve 
a thorough familiarity with the problem of addiction in its natural setting. 

The other point to be raised about the medical perspective deals with the appli- 
cability to the young addict of the psychiatrist’s conception of addiction as a symptom 
of personality defect or his conception of the addict as a “sick person.” Conflicting 
interpretations of the nature of addiction among young persons have been advanced 
by Ausubel and Pfeffer. Starting from the assumption that the use of drugs by 
young persons has not generally been attributable to the existence of special person- 
ality defect, Ausubel reasons that in such cases the addiction has not been adjustive 
and, therefore, should prove to be transitory: 


.... Actually, only a very small proportion of these new cases are true or permanent 
addicts. ... 

The vast majority of our recent new adolescent cases . . . are pseudo or transitory 
addicts. Drug addiction has no real adjustive value for them. . . 

The “experimental” form of drug addiction in contrast to the adjustive type that 
depends on a special personality defect, is a transitory, self-limited phenomenon which 
leaves no serious or lasting consequences. 


Adopting another point of view is Pfeffer, who has the following to say about the 
treatability of the adolescent addict:** 


I am quite in agreement with those who have seen a good many of the adolescent 
addicts . . . and who feel that the adolescent is more difficult to treat than the adult. 


The mere fact of such disagreement between two psychiatrists suggests that 
legitimate question can be raised about the applicability of a conception of person- 
ality defect as a necessary condition for all cases of addiction among young persons. 
Although it is an impression that cannot be documented, it appears that very few of 


25 Ausubel, An Evaluation of Recent Drug Addiction, 36 MENTAL HycIENE 374, 375 (1952). 
7° Remarks made in the discussion following Dumpson’s presentation of his paper, supra note 12, 
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the young persons addicted during the postwar period have subsequently abstained 
from the use of opiates. There is, therefore, little to suggest that addiction is transi- 
tory merely because of the youth of the addict. Nevertheless, since there is little 
knowledge of the conditions under which addiction can be cured, Ausubel’s assump- 
tion that many young drug users are not characterized by a special personality defect 
may still be valid. 

The issue raised by the young addict, therefore, and one that can only be answered 
through further carefully designed studies, is the extent to which the “sick person” 
concept of addiction that has been advanced by psychiatrists is applicable to the 
recent manifestation of the problem. Several aspects of the study reported here 
cast doubt upon its tenability. Many influences with their origins in the total social 
milieu of the young addict appear to have converged and to have facilitated the 
spread of narcotics use. The high concentration of these users within a few disad- 
vantaged areas with very special characteristics is not accompanied by any evidence 
of a similar concentration of personality defects among young persons. This state- 
ment, however, is not to be taken as implying a denial of the operation of selective 
factors. The spread of fashion and fashion-like movements is apparently always 
accompanied by selective involvement and varying degrees of commitment on the 
part of different persons. As a type of fashion-like collective movement, the use 
of heroin has been no exception. However, the nature of these selective forces cannot 
be assumed to be known on an a priori basis before actual empirical investigation 
of the problem. 

This matter has been dealt with at this length, because it is central to any con- 
ception of the treatability of the young addict who is still close to the milieu in which 
he originally became a narcotics user and because his youth itself poses a challenge to 
all who would assist him. Clearly no advance in the treatment of addiction can be 
expected until more valid conceptions of the physiological, psychological, and socio- 
logical aspects of addiction are developed. 

In conclusion, the limitations of both the correctional and the medical approaches, 
particularly as applicable to the young addict, should be recognized. They have both, 
hitherto, been’ restricted to dealing with the addict in institutional situations; they 
have both assumed a conception of addiction which attributes its etiology almost 
solely to factors either inherent within or expressive of the individual’s make-up or 
problems. This paper has been written in the belief that each of these perspectives 
requires reappraisal in the light of the problem of the young addict, and that it 
is only as these perspectives become modified so as to be able to deal with addiction 
as an aspect of a special type of community setting with a particularly destructive 
impact on its young persons, that any headway can be gained in coping with the 
problem of addiction. 











INTERNATIONAL CONTROL OF NARCOTICS 


Bertit A. Rensorc* 


I 


INTRODUCTION 

Narcotic drugs came into widespread use in western medical practice during the 
latter part of the nineteenth century. They had, in their crude form, been known 
for their so-called beneficial effects for centuries and had been extensively used, both 
therapeutically and nontherapeutically, for their calming, intoxicating, and presumed 
curative properties. Their introduction, however, shortly led to their abuse, and it 
soon became necessary to try to limit their availability. Accordingly, control mech- 
anisms were early established in most western countries, whose prime objective was 
the prevention of individual access to these drugs, except by medical prescription. 
The imperative demand for drugs by the addict and the impossibility of its satis- 
faction through legitimate channels, however, encouraged the growth of an extensive 
and lucrative illicit traffic; and if drugs could not thus be obtained domestically, they 
were procured in foreign countries where control was either nonexistent or less 
effective. As a result, even the most effective national control was rendered largely 
nugatory, and the campaign against narcotics abuse came to be recognized as a truly 
international problem. 

It was, in fact, the opium-smoking habit in China that led Theodore Roosevelt, 
in 1908, to summon to Shanghai the first international gathering for the purpose of 
planning concerted government action against the abuse of narcotic drugs. It was 
not, strictly speaking, an international conference, but rather a commission to dis- 
cuss the problem and recommend possible solutions; and its membership was com- 
prised of those governments within whose far eastern territories opium smoking 
was a problem. This commission proceeded to lay the groundwork for the first 
international drug conference, which was held at The Hague and which concluded 
the first international instrument in this field, generally referred to as The Hague 
International Opium Convention of 1912. 

This convention did not, unfortunately, meet with immediate success; signatures 
and ratifications were slow in forthcoming before World War I supervened in 1914 
and halted all progress. The experience was, in fact, so disappointing, that at the 
war’s conclusion, the victorious powers decided vigorously to underwrite the inter- 
national campaign against narcotic drug abuse. To this end, two steps were taken: 


* LL.B. 1914, University of Stockholm. Secretary to the League of Nations Commission of Enquiry 
into the Control of Opium Smoking in the Far East, 1929-30; Chief of the Drug Control Service of 
the League of Nations, 1939-46; Secretary of the Opium Advisory Committee and the Drug Supervisory 
Body, 1939-46. Author, INTERNATIONAL Druc Controt (1947). 
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First, an article inserted in all the peace treaties (e.g., article 295 of the Treaty 
of Versailles with Germany) provided that ratification of the peace treaties “should 
be deemed in all respects equivalent to ratification of .. . [The Hague] Convention,” 
and further pledged the signatory powers to its enforcement. Secondly, the following 
article was inserted in the League of Nations Covenant, entrusting to the League the 
international control of narcotic drugs: 

Subject to, and in accordance with the provisions of international conventions existing 
or hereafter to be agreed upon, the members of the League . . . (c) will entrust the 
League with the general supervision of the execution of agreements with regard to. . . 
the traffic in opium and other dangerous drugs. 

During the lifetime of the League, a number of additional international instru- 
ments, designed to mitigate the narcotic drug problem, were drawn up and put into 
execution. These were: 

1. the International Opium Convention of 1925, which sought principally to regu- 
late international trade and which created the first international organ to supervise 
and control the application of the convention, the Permanent Central Opium Board; 

2. the Convention of July 13, 1931, for limiting the manufacture and regulating 
the distribution of narcotic drugs; 

3. the Convention of 1936, for suppressing the illicit traffic in dangerous drugs; and 

4. the Opium Agreements of 1925 (Geneva) and of 1931 (Bangkok), for gradually 
suppressing opium smoking. 

Moreover, in 1940, the Opium Advisory Committee of the League had prepared a 
draft convention for the limitation of poppy cultivation and the production of raw 
opium. World War II, however, impeded the translation of this draft into an 
international convention, and it was abandoned as a basis for further action on this 
subject by the United Nations, which succeeded the League in this area in 1946. 

In its first ten years, the United Nations has had three new international narcotic 
drug instruments to its credit. The first was the 1946 protocol on narcotic drugs 
(Lake Success), by which the League conventions were adapted to the new world 
organization—ie., references to League bodies and organs were replaced by those 
of the United Nations. Second, came the protocol of 1948 (Paris), bringing under 
international control narcotic drugs without the scope of the 1931 limitation con- 
vention—mainly synthetic drugs that had not been discovered or in use in 1931. 
Third, there was the protocol of 1953 (New York) for limiting and regulating the 
cultivation of the poppy plant and the production of, international and wholesale 
trade in, and use of opium. This last instrument, it should be noted, however, has 
not yet received the number of ratifications required for its entry into force. 

This, then, is the legal structure that governs the international campaign against 
narcotic drug abuse. It may also be mentioned that the Commission on Narcotic 
Drugs of the United Nations at present is engaged in drafting a single convention 
to replace all these existing international narcotic drug instruments, designed to 
codify, simplify, and strengthen the present system of international control. 
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II 


THE Patrern oF CONTROL 

The objectives of international control can be stated very simply: to prevent the 
abuse of narcotic drugs, while assuring their continued availability for medical and 
scientific purposes. To achieve these objectives, the international narcotic drug 
instruments not only prescribe rules in the international field, but also define the 
measures of control to be maintained within each country. These two sets of rules 
are, of course, closely interrelated and mutually interdependent. Thus, effective 
national control serves not only to prevent abuse at home, but also to protect other 
countries by stopping the leakage of narcotic drugs into illicit international channels. 
Again, effective enforcement of all international rules depends on the vigorous 
cooperation of individual national governments, albeit subject to supervision and 
control by international organs. In short, there are manifested in these rules the 
complementary functions of self-protection and the protection of other peoples of the 
world. 

At the outset, it should be observed that these rules were formulated empirically. 
In 1912, when the first narcotic drug control instrument was drafted, international 
cooperation, in general, was in its infancy, and it was then, as later, necessary to 
proceed slowly, step by step. Experience in the area was either completely lacking 
or insufficient; there was inadequate technical, medical, and social knowledge of 
the nature of the problem; and there was no accurate information as to either the 
extent of the evil or the appropriate measures to combat it. Furthermore, progress 
in international cooperation has been, necessarily, limited by the agreement of gov- 
ernments; and, accordingly, international legislation, for its widest and most effective 
appeal, has been forced to seek the most common denominator. In this light, what 
is the nature and scope of the control mechanisms that have evolved? 


A. Internal National Control 


The rule here is very simple. Narcotic drugs in whatever form, either raw, semi- 
manufactured, or wholly manufactured and prepared for use, may be handled only 
by persons or firms licensed for that purpose by competent authorities, and these 
narcotic drugs may only be purchased for consumption under proper medical pre- 
scription. Those authorized to deal with narcotic drugs are required to keep verified 
accounts of all transactions, and these accounts are subject to regular or ad hoc exam- 
ination by government inspectors. Physicians, hospitals, and licensed pharmacists, 
of course, may keep and dispense narcotic drugs without special authorization, but 
records must be kept and filled prescriptions preserved, subject to inspection. Nar- 
cotic drug manufacture may take place only on premises specially licensed for the 
purpose, and governments are obligated to exercise a strict supervision over factories, 
narcotic drugs manufactured, and their disposal. Stocks of raw materials in 
factories may not exceed six months’ or, in special circumstances and with special 
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authorization, twelve months’ requirements. Manufacturers must submit quarterly 
reports giving a full account of their business, including stocks of raw materials and 
manufactured drugs on hand at the end of each quarter, to be verified by govern- 
ment inspectors during periodic visits to the factory. Supplies of manufactured 
narcotic drugs available in each country are limited annually through the operation 
of the estimates system established by the 1931 convention, the main features of which 
will be dealt with below. There is, however, no corresponding limitation of raw 
materials, except that mentioned in regard to supplies in factories, although, if the 
1953 opium protocol comes into force, there will be limitations on the quantities of 
raw opium available in each country. Nevertheless, many governments, in enacting 
narcotic drug legislation, have applied to raw materials the same control measures 
and restrictions as to manufactured products. 


B. Control of International Trade 

At the end of World War I, the international trade in narcotic drugs was the 
main source of supply for the illicit trafic. Governments in western countries had 
national control well in hand, but the export and import of raw materials and man- 
ufactured drugs were, in general, unrestricted, and they circulated across frontiers 
and oceans, unhindered, in practically unlimited quantities. In the 1920's, this 
burgeoning international trade began to cause great anxiety, and the League of 
Nations, therefore, addressed itself directly to this problem. Under its aegis, the 
1925 convention established a rigid control system, which, in due time, became very 
effective and which still works well today. Since the success of any international 
system depends upon the cooperation of the governments that are parties to it, how- 
ever, this convention, not surprisingly, did not become fully effective immediately, 
owing to the relatively large number of governments that did not bind themselves 
to it until a later stage. This untoward situation did, nevertheless, produce an 
unlooked-for dividend, in that it brought home to the world the fact that success in 
the campaign against narcotic drugs was only possible on a universal basis—i.e., with 
the cooperation of all governments and by their acceptance of all obligations under 
the conventions. 

Pursuant to the 1925 convention, the international trade is supervised and con- 
trolled by the import certificate and export authorization system. The underlying 
principle is that in as much as narcotic drugs are dangerous substances, no govern- 
ment may authorize their export to another country without the express consent of 
the government of that country. This latter must take the form of a certificate 
stating that the import of specified kinds and quantities of narcotic drugs is author- 
ized and that they are required for legitimate purposes (in the case of raw opium 
and coca leaves) or solely for medical and scientific purposes (in the case of manu- 
factured narcotic drugs and Indian hemp, or cannabis). The authorization to export 
narcotic drugs may not be granted until the exporter has submitted to the govern- 
ment such an import certificate issued by the competent authorities of the government 














go Law AND CONTEMPORARY PROBLEMS 


of the country of destination, and when granted, the authorization must state the 
number, date, and issuing authority of the import certificate. One copy of the 
export authorization must accompany the consignment; another must be sent to the 
appropriate authority of the importing country, which must return its copy to the 
exporting country when the import has occurred or the time limit for the importa- 
tion has expired, showing the quantities of narcotic drugs actually imported, if any. 
Shipments in transit are controlled by the accompanying export authorization and 
may not be diverted to another destination without a special diversion certificate 
issued by the exporting country, plus an import certificate from the country to which 
the shipment is to be diverted. Control of the international trade extends to free 
ports and free zones in accordance with special provisions. Adherence to these 
fundamental requirements in international trade is assured by the close supervision 
of one of the international agencies, the Permanent Central Opium Board, to which 
each party to the 1925 convention must send its quarterly statistics of imports and 
exports, indicating the country of origin or of destination, as the case may be. 


C. International Limitation of Manufacture 


It soon became apparent, however, that effective control of narcotic drugs de- 
manded that the supply of drugs be geared to the world’s requirements for medical 
and scientific purposes, since any excess tended to find its way into the illicit traffic. 
World manufacture had to be limited to legitimate needs, and a proposal to this 
effect was advanced by the United States of America at the 1925 opium conference. 
When the majority of the participating states refused to entertain this proposal 
because the matter had not been included in the conference agenda, the United 
States delegation withdrew and refused to become a party to the convention. The 
Opium Advisory Committee of the League of Nations took up the matter where the 
1925 conference had left it, however, and prepared a draft limitation convention that 
was substantially adopted in 1931 by an international conference that met in Geneva. 
This convention marked a great step forward and signalized a substantial and bold 
advance in international law and international cooperation. 

The guiding principle of limitation of manufacture, as embodied in the 1931 con- 
vention, is that each country may have at its disposal only the amount of narcotic 
drugs that it requires for medical and scientific purposes, and that no more drugs may 
be manufactured than are required to satisfy the legitimate needs of the world. 
To achieve this goal, the convention binds the parties to determine their requirements 
for the coming year through the so-called annual estimates, which are then submitted 
to a special international body set up by the 1931 convention, the Drug Supervisory 
Body, with an explanation of the methods used in their calculation. After examina- 
tion, the Body establishes the totals of the estimates for each country and territory, 
which it then publishes in its annual statement of world requirements of narcotic 
drugs. This is the basic document for limitation of manufacture and use, since the 
estimates, as set forth therein, are binding on governments and may not be exceeded. 
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The convention provides for the possibility of submitting supplementary estimates, if 
necessary, however, during the course of the year, but governments must explain 
the circumstances which necessitate the additional quantities. These supplementary 
estimates, which may, incidentally, be negative, are dealt with by the Body in 
exactly the same manner as annual estimates, and they are published in supplements 
to the annual statement. 

The Drug Supervisory Body may, except as regards requirements for govern- 
ment purposes, request further information and explanations regarding estimates, 
but can amend them only with the consent of the government concerned. In case 
of disagreement between a government and the Body, the latter has no means of 
action other than publicity, which, however, can be and usually is sufficiently effective. 
The convention permits the Body to publish in its statements an account of the 
correspondence or discussions with the government, together with its own observa- 
tions; and this subtle weapon, or the bare possibility of its use, has been adequate 
to achieve the purpose of the estimates system—namely, correct and reasonable esti- 
mates and the consequent limitation of narcotic drug manufacture and use to the 
world’s medical and scientific needs. 

It is obvious that the estimates system, and, therefore, limitation of narcotic drug 
manufacture and use, can only operate effectively if it is universally applied. With 
this in mind, the 1931 conference sought to provide for governments that would not 
become parties to the convention and those that would fail to furnish the prescribed 
estimates. Provisions were, accordingly, inserted in the convention, instructing the 
Permanent Central Opium Board to request estimates from nonparties to the con- 
vention, and the Drug Supervisory Body was given the duty to furnish, itself, esti- 
mates so far as possible, if governments, whether or not parties to the convention, 
failed to do so. The Body has performed this function in innumerable instances, 
relying on statistics from the past and on other information at its disposal. If a 
government is dissatisfied with the estimates furnished for it by the Body, it always 
has the means available to remedy the situation by furnishing supplementary esti- 
mates. Estimates established by the Body have the same force and validity as those 
furnished by governments themselves. They cannot, of course, bind governments 
that are not parties to the convention (nor, indeed, can government-furnished esti- 
mates), but parties to the convention are bound to observe them in their com- 
mercial relations with parties and nonparties alike. 

If narcotic drug use or manufacture exceed estimates examined and published 
by the Drug Supervisory Body, the simplest remedies are the furnishing of supple- 
mentary estimates or the deduction of the excess from the estimates for the following 
year. Failing either of these remedies, a violation of the convention has occurred and 
may result in the invocation of sanctions against the violator, as specified in the 
provisions regulating the supervision by the Permanent Central Opium Board, dealt 
with in greater detail below. In consequence, perhaps, the estimates system and the 
provisions for limitation of manufacture and use, which have been in operation for 
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over twenty years (from January 1, 1934), have produced excellent results. In a few 
years, world manufacture was brought down very close to medical and scientific 
requirements. On occasions, manufacture has not even met those requirements, and 
it has been necessary to supply the deficit from stocks. 


III 


Narcotic Susstances UNDER ConTROL 

Generally speaking, all substances which have recognized addiction-producing 
properties are subject to international control, to a greater or lesser extent. At present, 
there are four groups of substances which are considered narcotic and which, accord- 
ingly, are under general national and international control: 

1. opium and its derivatives—z.¢., morphine, diocetylmorphine (heroin), codeine, 
and dionine; 

2. coca leaves, ecgonine, and its derivative, cocaine; 

3. Indian hemp drugs (marijuana), now officially referred to as cannabis drugs; 
and 

4. synthetic narcotic drugs, which are manufactured by synthesis and capable of 
producing addiction, but are not obtained directly from raw materials produced by 
nature, such as opium, coca leaves, or the cannabis plant. 

Despite several attempts (particularly during the 1931 conference), it has never 
been possible to arrive at a universally satisfactory definition of narcotic drugs or 
substances. International legislation has, therefore, resorted to the system of enu- 
merating the substances or groups of substances to be controlled. In the early days, 
narcotics were described as dangerous substances or drugs, as dangerous habit-forming 
drugs, or as drugs capable of causing addiction. In some cases, as in the 1936 
convention, which, in its title, uses the words “dangerous drugs,” reference is simply 
made to the drugs and substances to which the provisions of the previous conventions 
apply. And in others, as in the protocol of 1948, reference is made to drugs which 
are susceptible to the same kind of abuse and are productive of the same kind of 
harmful effects as those covered by the 1931 convention. 

The conventions, of course, obviously had to include provisions to insure inter- 
national control of additional narcotic drugs not ‘already specifically covered. To 
this end, therefore, complicated procedures were devised which involve recommenda- 
tions or decisions by the World Health Organization, assisted by expert bodies. 
Illustrative are article 10 of the 1925 convention, which refers to any narcotic drug 
liable to similar abuse and productive of similar ill effects as the substances already 
falling under the convention; and article 11 of the, 1931 convention, which refers to 
any new product obtained from any of the phenanthrene alkaloids of opium or from 
the ecgonine alkaloids of the coca leaf. The 1931 fonvention is, thus, more limited, 
but as both conventions are in force, the provisions of either can be invoked. The 
decisions of the World Health Organization in this context, under the 1925 con- 
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vention, it should be noted, are only recommendations which parties may or may not 
accept; those under the 1931 convention and under the 1948 protocol, however, are 
binding on the parties. 

The 1948 protocol, incidentally, had to provide a special procedure, as it was 
intended to extend to any narcotic drugs not otherwise under international control. 
It leaves the initiative with the governments, through notifications to the Secretary- 
General of the United Nations. The World Health Organization then has to decide 
whether the substance in question is capable of producing addiction or of conversion 
into such a product. If the decision is affirmative, parties to the protocol] are bound 
to apply the appropriate provisions of the 1931 convention. Pending the decision 
of the World Health Organization, however, the Commission on Narcotic Drugs of 
the United Nations has the power to decide, with binding effect for the parties, that 
the controls of the 1931 convention shall be applied provisionally. The procedures 
for bringing additional narcotic drugs under international control are lengthy and 
cumbersome, since it may require a year or more for the World Health Organization 
to make the investigations and experiments necessary to its decisions. It is for this 
reason that both the 1931 convention and the 1948 protocol contain rules for temporary 
control measures pending final decisions. 


IV 


Tue Principat Orcans oF CoNnTROL 


International supervision today derives its authority partly from the Charter of 
the United Nations and the decisions of its Economic and Social Council, but mainly 
from the international conventions and agreements. The supervision is exercised 
through a number of different organs, of varying composition and function. 


A. The Commission on Narcotic Drugs 


The United Nations Charter makes no specific reference to narcotic drugs, but 
these fall under the provisions for international cooperation in solving problems of 
an economic, social, cultural, or humanitarian character, referred to in article 1, para- 
graph 3 of the Charter. By virtue of this wide competence, the Economic and Social 
Council, in February 1946, moved to take over narcotic drug control from the 
League of Nations by establishing its Commission on Narcotic Drugs. The resolu- 
tion which contains the terms of reference and defines the competence of this 
commission reads as follows: 


Commission on Narcotic Drugs 

1. The Economic and Social Council, in order to provide machinery whereby full effect 

may be given to the international conventions relating to narcotic drugs, and to provide 

for continuous review of and progress in the international control of such drugs, 
Establishes a Commission on Narcotic Drugs. 

2. The Commission shall: 


(a) assist the Council in exercising such powers of supervision over the application 
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of international conventions and agreements dealing with narcotic drugs as may be 
assumed by or conferred on the Council; 

(b) carry out such functions entrusted to the League of Nations Advisory Committee on 
Traffic in Opium and other Dangerous Drugs by the international conventions in narcotic 
drugs as the Council may find necessary to assume and continue, 

(c) advise the Council on all matters pertaining to the control of narcotic drugs, and 
prepare such draft international conventions as may be necessary; 

(d) consider what changes may be required in the existing machinery for the international 
control of narcotic drugs and submit proposals thereon to the Council; 

(e) perform such other functions relating to narcotic drugs as the Council may direct. 

3. The Commission may make recommendations to the Council concerning any sub- 
commission which it considers should be established. 

4. The Commission shall be composed of fifteen Members of the United Nations, which 
are important producing or manufacturing countries or countries in which illicit traffic 
in narcotic drugs constitutes a serious social problem. The term of office of members is 
three years. They are eligible for re-appointment. 

5. The Commission is authorized by the Council to appoint in a consultative capacity, 
and without the right to vote, representatives of bodies created under the terms of inter- 
national conventions on narcotic drugs. 

6. The Council requests the following Governments to designate one representative each 
to constitute the Commission: 


Canada Peru 

China Poland 

Egypt Turkey 

France United Kingdom 

India United States of America 

Iran Union of Soviet Socialist Republics 
Mexico Yugoslavia 

Netherlands 


It will be seen that the competence of the Commission is very extensive and relates 
to the past, present, and future, but the Commission, like its predecessor, the Opium 
Advisory Committee of the League of Nations, is, in general, an advisory organ 
to the Economic and Social Council. In principle, therefore, its decisions are subject 
to confirmation or approval by the Council, except in cases where the Commission has 
been given specific functions by the conventions. The single convention, as presently 
drafted, may confer on the proposed International Narcotics Control Board a series 
of independent functions not subject to the review or approval of the Council, but 
this, of course, is a matter for the future. 

By means of an extensive system of informational exchanges and reports, the 
Commission on Narcotic Drugs is constantly kept in touch with situations as they 
develop and can take timely remedial measures when required. More specifically, 
the conventions impose on governments the obligation of transmitting to the Secretary 
General the following series of reports and information: 
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1. Laws and Regulations 


All conventions, from 1912 up to and including the 1953 protocol, provide that the 
parties shall communicate to one another, through the Secretary General, the text 
of laws and regulations promulgated to give effect to the conventions. These docu- 
ments are translated by the United Nations Secretariat as and when necessary and 
circulated to governments and to the Commission on Narcotic Drugs. The Narcotics 
Division of the secretariat also has annually submitted to the Commission a summary 
of these laws and regulations, making it possible for both governments and the 
Commission to follow legislative developments without any reference to long and 
complicated texts. At its last session (1956), the Commission abolished this annual 
summary and decided that it should only be produced every five years. There will, 
however, be an annual cumulative index, an annual tabulation of changes in the 
scope of control, and, as the need arises, analyses or studies of particular aspects of 
control. These decisions were taken under the impact of a resolution by the Eco- 
nomic and Social Council concerning the reduction of the United Nations documents 
in general. The wisdom of abolishing the annual summary is, however, questionable. 


2. Annual Reports 

The system of annual reports was instituted at an early date by the League of 
Nations and was made an obligation through the 1931 convention. In fact, annual 
reports are also provided for in the subsequent conventions and the 1953 protocol. 
In the terms of the 1931 convention, parties shall forward to the Secretary General 
an annual report on the working of the convention in their territories, in accordance 
with a form drawn up by the Commission on Narcotic Drugs. This form is very 
elaborate and covers all aspects of narcotic drug control, illicit traffic, and addiction. 
The annual reports received are analyzed by the secretariat and incorporated in an 
annual summary, which is discussed in detail by the Commission. These reports 
afford an excellent means by which both governments and the Commission may fol- 
low developments all over the world and discuss and try to remedy weaknesses and 
gaps in international narcotic drug control. 


3. Reports on Cases of Illicit Traffic 

The Opium Advisory Committee of the League of Nations, in the early days, 
had already asked governments to transmit, for examination, reports on significant 
cases of illicit traffic, and the 1931 convention gave a treaty basis to this practice. 
Article 23 of this convention requires the parties to communicate to each other, 
through the Secretary General, as soon as possible, particulars of illicit traffic which 
may be of importance either because of the quantities involved or because of the light 
thrown on the sources or on the methods employed by the traffickers. These reports 
are periodically communicated to governments in summarized form and form the 
basis of the discussions on illicit traffic by the Commission on Narcotic Drugs. 
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4. Reports on Manufacturing Industries 

Article 20 of the 1931 convention made it a binding obligation upon governments 
to inform each other, through the Secretary General, of all establishments authorized 
to manufacture narcotic drugs, a practice that had already been established by the 
Opium Advisory Committee of the League. Detailed information must be supplied, 
with names, addresses, kinds of narcotic drugs manufactured or converted, as well 
as any changes in the authorization or cessation of manufacture. The information 
thus received by the Secretary General is communicated periodically to both govern- 
ments and the Commission on Narcotic Drugs in the so-called list of drug factories. 


5. Reports on Authorities to Issue Import Certificates and Export Authorizations 

In order that the system of import certificates and export authorizations may func- 
tion satisfactorily and in order to avoid fraud, it is necessary that the names of the 
authorities issuing these documents be known. For national control, it is essential 
that only one central authority issue these documents. Governments are required 
to furnish this informatica in their annual reports, and the secretariat of the United 
Nations publishes periodically a list of these authorities. 

When the United Nations appointed its technical or functional commissions, 
it decided to keep them small in order to save time and make them work as 
efficiently as possible. Furthermore, states not members of the United Nations were 
excluded. By way of contrast, at least in regard to narcotic drugs, the League of 
Nations adopted a different philosophy, arguing that any state, whether or not a 
member of the League, which so desired, should be permitted to participate in the 
work of the Opium Advisory Committee. Not surprisingly, therefore, the Com- 
mittee had no less than twenty-five members. The Commission on Narcotic Drugs 
has felt increasingly the need for cooperation with unrepresented states, however, and 
has, accordingly developed a system of inviting such states to assist it at its sessions 
as observers who may not vote, but who may take part in the deliberations. States 
may also send observers to the meetings without an invitation. This system has 
developed to such an extent that at the eleventh session (1956), not less than seventeen 
states had either been invited to attend or attended as observers, in general or for 
specific questions. This would seem to indicate that the membership of the Com- 
mission is too restricted. Moreover, continuity and technical knowledge are of 
paramount importance and can only be guaranteed by a more or less permanent 
participation in the work. The Commission should, of course, also have adequate 
geographic representation for the various regions of the world, and this is hardly the 
case today when only two Latin American states out of twenty are represented, and 
the Far East and Africa have only one representative each. 

With respect to working methods, the Commission on Narcotic Drugs has not, 
so far, developed a system of working through permanent or ad hoc subcommittees. 
or of using its own experts. Following the League precedent, however, there has 
been, for the past two years, a permanent subcommittee on the illicit traffic that 
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meets for a few days before each session of the Commission and submits a considered 
report to the Commission itself. The Opium Advisory Committee of the League, on 
the other hand, had a number of permanent subcommittees (e.g., agenda, illicit 
trafic, cannabis, limitation of opium production, and list of drugs falling under the 
conventions) as well as a staff of permanent experts on specific subjects. (e.g., illicit 
traffic, cannabis, and limitation of opium production) called assessors. 

Preparation of questions by small subcommittees would insure a more focused 
application of expert knowledge to all aspects of a problem, and, above all, it would 
facilitate and shorten the discussions of the Commission itself. It also would tend 
—and this is important—to eliminate excessive influence on decisions in technical 
fields by political and other sometimes irrelevant considerations. Experience has 
proved that a commission in plenary session is, on the whole, likely to accept the 
agreed conclusions arrived at by its subcommittee, and as subcommittees meet in 
private, there is a much freer exchange of views and opinions than is possible in 
public meetings. 

The Commission on Narcotic Drugs has, on occasions, had recourse to experts, 
but these have usually been experts of other international organizations, such as the 
Food and Agriculture Organization and the World Health Organization. A typical 
instance of this were the inquiries regarding cannabis, which were initiated by the 
Commission and carried out by the Food and Agriculture Organization. It is, of 
course, quite logical to apply to other international organizations for expert assistance 
within their special competences, but this procedure has two distinct drawbacks. 
First, the other organizations have their own work to consider and usually have 
neither the funds nor the personnel to devote to what might be called outside work. 
Secondly, these organizations cannot possibly possess the general and specific knowl- 
edge of the narcotic drug problem which is indispensable in technical inquiries. The 
secretariat of the Commission naturally insures planning and coordination, but its 
influence is limited. Better and quicker results would be obtained if the experts 
worked directly under and for the Commission, at its expense. 

With its present composition and working methods, the Commission on Narcotic 
Drugs makes but slow progress—in fact, too slow. It spent years on a draft con- 
vention for limiting raw opium production, only to discard the whole draft in 1952 
and substitute for it a draft which later became the 1953 protocol. The single con- 
vention has been under elaboration for over six years, and is not yet anywhere near 
the final stage—a situation at least partly owing to the Commission’s lack of both 
effective subcommittees and its own qualified experts. 

But even apart from the slowness of its progress, further developments of the 
Commission on Narcotic Drugs are seriously hampered by the fact that political 
considerations play such a large role in its work. This may, to some extent, be 
attributable to the uneasy international situation as a whole, but it is obvious that 
there is not, in the Commission, the same concern with the general interests of hu- 
manity that existed in the Opium Advisory Committee of the League. In the League, 
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the work after the first few years was entirely motivated by technical and humani- 
tarian considerations; today, national economic interests make themselves felt, and 
the political cleavage between West and East exercises considerable influence. Illustra- 
tive is the way in which the Commission, at its 1956 session, dealt with the situation 
on the mainland of China. In previous years, there had been long and serious dis- 
cussions of the notorious fact that the mainland of China is the largest producer of 
opium in the world (all illegal production) and that heroin and morphine manu- 
factured therefrom in large quantities find their way into the illicit traffic in the Far 
East and thence to the West. At the 1956 session, however, the representative of the 
United States did not furnish the detailed information about the situation that he 
had given in previous yea~s, and the Commission’s report deals with the situation very 
lightly and almost incidentally. It was also apparent that the representatives of 
certain other governments had been instructed not to enter into any serious dis- 
cussions of the situation and not to level accusations against the Peoples Democratic 
Republic of China. Whatever the political considerations might have been, however, 
they should not have been allowed to interfere with the campaign of the Commission 
against the illicit traffic; and there can be no doubt that the situation on the main- 
land of China is the most serious and difficult aspect of the narcotic drug problem 
that confronts the world today. 


B. The Permanent Central Opium Board 


This Board was set up by the 1925 convention, and its task under that convention 
is continuously to watch the course of the international trade to prevent narcotic 
drugs from escaping into the illicit traffic. The Board has broad powers of inter- 
vention and may recommend an embargo on further exports of narcotic drugs to 
any country if information at its disposal leads it to conclude that excessive quantities 
of narcotic drugs are accumulating there or that the country is in danger of becoming 
a center of illicit traffic. These broad powers of the Board are circumscribed by a 
number of safeguards, however, such as the requirement of a previous demand for 
explanations, the right of the country concerned to be present at the Board’s dis- 
cussions, the provision for notifications to all parties to the conventions and to the 
Economic and Social Council, and right of the country concerned to bring the 
matter before the Economic and Social Council. 

The information at the disposal of the Permanent Central Opium Board consists 
of annual and quarterly statistics of all drug transactions, which parties are obliged, 
under the convention, to transmit to it. Nowadays, the Board also takes cognizance 
of and may use annual reports submitted by governments to the United Nations and 
of their reports on cases of illicit traffic. 

The Permanent Central Opium Board acquired additional coercive functions un- 
der the 1931 convention. In certain cases, its recommendation of embargoes, as 
authorized by the 1925 convention, became real embargoes which parties to the con- 
vention were obligated to apply. For, if it appears from the quarterly import and 
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export statistics or from certain notifications made to the Board that the quantities of 
narcotic drugs exported or authorized to be exported to any country or territory 
exceed the total of the estimates for that country or territory, the Board must 
immediately apprise all parties to the convention, who may not then, during the 
year in question, authorize any further exports to the country or territory involved, 
subject to two exceptions: if the situation is regularized by supplementary estimates, 
or, in exceptional cases, if the government of the exporting country considers further 
exports essential in the interest of humanity or for the treatment of the sick. Other- 
wise, however, there is no recourse against this embargo, either by the country 
concerned or by parties to the convention; its application is quite automatic. As the 
Board meets only twice a year, the secretariat is authorized to impose such embargoes 
when the Board is not in session. It goes without saying, of course, that this sanction 
will not be used by the Board in cases where the excess is small and probably at- 
tributable to oversight or faulty accounting. Then, the Board will limit itself to 
directing the attention of the country concerned to the excess and suggesting that 
the excess should be covered by a supplementary estimate. It is of interest to note 
that an embargo under these provisions may also be imposed by the Board against a 
country which is not a party to the convention. 

The second new function acquired by the Permanent Central Opium Board under 
the 1931 convention was the preparation of an annual statement, on the basis of 
government statistics, showing the extent to which governments have observed their 
obligation to remain within their estimates. This is an annual balance sheet, showing, 
on the one hand, the estimates, and on the other, the narcotic drugs consumed, manu- 
factured, converted into other substances, or compounded into certain preparations, 
imported, and exported. If it should appear that a party has or may have failed to 
honor its obligations under the convention, the Board has the right to recommend 
the imposition of an embargo against such party, in accordance with the provisions 
of the 1925 convention. The statement on which the embargo is based must be 
published by the Board as soon as possible, with such explanations and documents 
as the Board may wish to include. 

These are the main powers and functions of the Permanent Central Opium Board 
which, in fact, is a semijudicial organ, passing judgment on the manner in which 
governments acquit themselves of their conventional obligations and recommending 
or applying sanctions in appropriate cases. 

The Permanent Central Opium Board is composed of eight persons, appointed 
in their personal capacity by the Economic and Social Council for five-year periods. 
The 1925 convention specifies the qualifications of the members of the Board: 
they shall, by their technical competence, impartiality, and disinterestedness, command 
general confidence, and they must not hold any office which puts them in direct 
dependence on their governments. The convention also provides that members shall, 
in equitable proportions, consist of persons possessing knowledge of the narcotic drug 
situation, both in producing and manufacturing countries on the one hand, and in the 
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consuming countries on the other. The Board is, thus, an independent organ that 
carries out the functions with which it has been charged by the 1925 and 1931 con- 
ventions. 

The Permanent Central Opium Board has now performed its duties for more 
than a quarter of a century. It has kept strictly within its functions, as defined by 
the conventions. The work, which is largely statistical, has been done painstakingly, 
but cannot be very inspiring. On occasions, members have found it impossible to 
attend sessions of the Board, perhaps through lack of sufficient interest. The secre- 
tariat of the Board has, in some cases, assisted governments in improving their 
statistical information and administrative services. This is a useful activity which 
could, with advantage, be extended, subject to requests from governments. 


C. The Drug Supervisory Body 

The functions of the Drug Supervisory Body, which was set up by the 1931 con- 
vention, have already been outlined above in the discussion of limitation of manu- 
facture. The Body consists of four members, two appointed by the World Health 
Organization, one by the Commission on Narcotic Drugs, and one by the Permanent 
Central Opium Board. The convention does not specify the qualifications of the 
members, but the nature of the appointing bodies insures at least certain significant 
special competences (¢.g., medical knowledge and knowledge of narcotic drug 
control). The annual and supplementary statements on world narcotic drug require- 
ments, prepared by the Body, form the keystone of the system of limitation of manu- 
facture and of quantities of manufactured narcotic drugs available in each country 
and territory of the world. The work of the Body, in this connection, through the 
years (it was established in 1933), has been very useful and effective. It has ac- 
quired great authority and has been instrumental in reducing to reasonable pro- 
portions government estimates which, for reasons of safety, have tended to exaggerate 
legitimate needs—a tendency which, if unchecked, would naturally have resulted in 
manufacture in excess of world requirements and in the building up of unnecessarily 
large stocks that might have escaped into the illicit traffic. 

The Drug Supervisory Body will assume further and similar functions in regard 
to opium estimates under the 1953 protocol. But if the single convention, as pres- 
ently drafted, comes into force, the Drug Supervisory Body and the Permanent 
Central Opium Board will be combined into a single organ, the International 
Narcotics Control Board. This attempt at simplification may not be an entirely 
happy one, however, in light of the strikingly different functions of the constituent 
organs. The Drug Supervisory Body determines, by its examination of estimates, 
maximum permissible national and world narcotic drug totals. This, for the 
Permanent Central Opium Board, is the starting point, both in its supervision of 
the application of the conventions by governments and for its possible invocation of 
sanctions. The International Narcotics Control Board would, thus, in a manner, 


function as both prosecutor and judge. 
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D. World Health Organization 

As narcotic drug addiction is a medicosocial problem, it is quite fitting and proper 
that the World Health Organization should be concerned in its resolution. As has 
been noted, it appoints one member of the Drug Supervisory Body and has a very 
important role to play under the 1925 and 1931 conventions and the 1948 protocol 
in the mechanism for putting new narcotic drugs under control or removing them 
from control. It has a special drug section in its secretariat and carries out its 
investigations through an expert committee on drugs liable to produce addiction. It 
will, in the future, be concerned with the revision of the list of drugs falling under 
the international narcotic drug treaties and has, for this purpose, enlisted the help 
of a small group of experts. 

Another important task of the World Health Organization is the establishment, 
in cooperation with governments, of international nonproprietary names of narcotic 
substances. As a rule, narcotic drugs are placed on the markets with fancy and 
unintelligible names given them by manufacturers or wholesalers. More often than 
not, the name does not reveal the fact that the drug is a narcotic substance, and there 
is a grave risk of such drugs being used unwittingly, without the necessary safe- 
guards. Its procedure, in this connection, is, however, rather slow, and the Com- 
mission on Narcotic Drugs, at its last session, instituted an investigation for evolving 
an alternative or supplementary procedure that would be simpler and quicker. 

The World Health Organization is, at present, also carrying out a very important 
series of investigations concerning methods for curing and rehabilitating addicts, and 
with its high scientific and technical standard, it is making a very useful contribution 
in this area. 


Vv 


THe Mayor Prosiems oF CoNnTROL 


A. Suppression of the Illicit Traffic 


The suppression of the illicit traffic is one of the primary objectives of the cam- 
paign against the narcotic drug evil, and the principal international organs devote 
much attention to this matter. The Opium Advisory Committee of the League was 
seriously occupied with the illicit traffic, which, in the 1920’s and 30’s, was formidable. 
The secretariat of the League proved to the 1931 conference, on the basis of statistics 
of manufacture and of imports and exports, that enormous quantities of narcotic 
drugs, especially heroin and morphine, had disappeared into the illicit traffic from 
stocks manufactured by licensed establishments. There were other alarming dis- 
closures as well. Certain governments, not parties to the 1925 convention and, thus, 
not obliged to adhere to the system of import certificates and export authorizations, 
had—probably in ignorance of the consequences—licensed a number of factories from 
which a steady stream of narcotic drugs flowed into the illicit traffic. And infamous 
traffickers in Western Europe, whose lucrative dealings had been snuffed out in 
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their own countries by the vigorous application of the 1925 convention, had moved 
their factories and businesses to countries where narcotic drug control was slack 
or nonexistent. 

The Opium Advisory Committee, nevertheless, made short shrift of all these 
nefarious activities. On the basis of illicit traffic reports and information furnished 
by its members, the Committee, at every session, thoroughly studied and discussed 
the traffic and exposed the trends, the origin of drugs, and the methods employed. 
It uncovered and put out of business the wealthy and powerfully organized interna- 
tional bands of traffickers, organized close cooperation between enforcement agencies 
in various countries, and repeatedly recommended heavier sentences as the only 
effective deterrent. Moreover, the Committee reviewed at every session the situation 
in particular countries which appeared to be either centers of illicit traffic or its 
victims. In furtherance of this activity, there was a permanent subcommittee on 
illicit traffic, where the detailed discussion took place and where many countries 
participated with their specialists. 

Finally, a special international convention was prepared and concluded at a con- 
ference in Geneva in 1936, for the suppression of the illicit traffic in dangerous drugs. 
Its main purpose was to organize close international cooperation against illicit traffic 
and to provide sufficiently severe penalties for offenses (e.g., imprisonment or other 
penalties of deprivation of liberty, fines, and confiscation of drugs and instruments 
—for instance, aeroplanes and motor cars—used by traffickers). Similar penalties 
applied to intentional participation, conspiracy attempts, and preparatory acts, and 
there were further provisions designed to punish offenders who engaged in illicit 
traffic in countries other than the ones in which they resided. The convention made 
extradition obligatory, with retroactive effect, and directed that each party establish 
a central office for the suppression of the illicit traffic, which should keep close 
contact and correspond directly with the central offices of other countries. This 
convention, however, has not, so far, had the same general application as the previous 
conventions. Only twenty-two countries have become parties, the explanation prob- 
ably being that many states with negligible or nonexistent illicit narcotic drug 
traffic have not felt it incumbent on them to ratify a convention that would involve 
them in complicated legislation and administrative measures. 

The United Nations has continued the campaign against the illicit narcotic drug 
trafic along the same general lines as did the League of Nations. Although this 
traffic remains very active in many parts of the world—the most important centers 
today being the Near and the Far East—the Commission on Narcotic Drugs has not, 
unfortunately, dealt with it as effectively and as ruthlessly as did the Opium Advisory 
Committee. There has been a discernible tendency to soft-pedal criticism in order 
to save th national pride of certain governments; there has not been the same 
frank publicity concerning unsatisfactory conditions. The United Nations, in fact, 
no longer functions as clearing house for uncovering and pursuing the illicit narcotic 
drug traffic, a task that has largely been assumed by the International Criminal Police 
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Commission, of Paris, an international government organization for the suppression 
of fraud and criminality. This latter commission operates in close collaboration with 
the Commission on Narcotic Drugs, however, and attends its discussions on illicit 
traffic. 


B. Narcotic Drug Addiction 

Drug addiction, its prevention and cure, has not, as yet, received the international 
attention it deserves. Neither the League nor the United Nations has progressed very 
far in this field, except, incidentally, as a by-product of activities designed to prevent 
narcotic drugs from reaching the addict. Addiction is a medicosocial problem, closely 
connected with the economic and social conditions under which people live and 
work. Apart from mitigating predisposing economic and social conditions, however, 
there are other techniques for inhibiting addiction, the most significant of which is 
education. But antinarcotics education has been banned both by the League and by 
the United Nations, except in countries where addiction is adjudged a serious problem 
and among the medical and paramedical professions. Few countries, however, are 
willing to admit that domestic drug addiction constitutes a serious problem and the 
argument is also raised that antinarcotics education may draw to the subject the 
attention of those who may previously have been unaware of the narcotic drug 
problem and who may subsequently be tempted to try drugs out of curiosity. Such 
cases may, of course, conceivably occur, but even so, they would hardly counter- 
balance the number of potential narcotic drug users who might be saved if they were 
fully apprised of the fateful results of addiction. 

The existing international attitude towards this problem is obsolete, particularly 
in the more developed countries, where the standards of living and education and, 
therefore, also the sense of responsibility are constantly rising. Accordingly, this is 
a problem concerning which the Commission on Narcotic Drugs should institute a 
thorough inquiry by an expert committee, composed not only of narcotic drug 
specialists, but also physicians, educators, and social workers. 

The extent of drug addiction is not known, partly because addiction is a secret 
vice, and partly because the ethics of the medical profession in many countries do not 
permit revealing or reporting cases of addiction to the authorities. The estimate of 
the Commission on Narcotic Drugs, which certainly cannot be regarded as other 
than conservative, was expressed in the following terms in its report to the Economic 
and Social Council for its 1956 session: “Drug addicts in the world today still amount 
to many millions. Established figures of the number of addicts to opium, cannabis, 
and coca leaves, show millions of addicts to each of them, and addicts to manu- 
factured drugs must be reckoned at at least hundreds of thousands.” In this connec- 
tion, it should be mentioned both that nonmedical or quasimedical use of opium, can- 
nabis, or coca leaves, is still permitted or tolerated in certain countries, and that opium 
smoking and opium eating were only outlawed by the 1953 protocol. The protocol 
allows a period of transition which may not extend more than fifteen years beyond 
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its effective date. It is to be expected that the projected single convention, with a 
similar transitional period, will prohibit the nonmedical use of cannabis and coca 
leaves. It is, however, to be feared, that practical application of these policies will 
not reach full fruition for many years to come. 

Recently, extended consideration has been given in the United States to the 
suggestion that the problem of drug addiction can satisfactorily be resolved by so- 
called narcotics clinics, where gradually reduced doses of narcotic drugs would be 
administered to addicts under medical supervision. This technique was tried in 
the 1920’s, however, and abandoned as a complete failure; and to revive and re- 
institute it now would be a gravely retrogressive step. It would serve only to main- 
tain addiction and enrich the illegal traffickers from whom the addict would continue 
to procure the balance of his narcotic drug requirement. Past experience testifies 
amply to the fact that a cure of narcotic drug addiction is possible only in closed 
institutions, where the patient is completely shut off from the outside world. The 
suggested clinics—in fact, any ambulatory method of treatment—would be fatal to 
this end. 

In the meantime, addiction remains a very serious problem, and more attention 
clearly should be devoted by the principal international organs to its elimination. 
Governments are now, of course, in their annual reports, supplying the Commission 
on Narcotic Drugs with many types of information regarding addiction—e.g., num- 
ber, age groups, professions, drugs used—and this is, no doubt, interesting and useful. 
But the Commission cannot thus be expected ever to obtain accurate information 
concerning the extent and nature of addiction. The World Health Organization, 
however, is studying, through a group of experts methods of medical treatment and 
rehabilitation of addicts, and these studies may ultimately lead to more useful results. 
The curing of addicts is, in most cases, possible, but without rehabilitation measures 
and close supervision, most addicts will relapse into their old ways on return to their 
normal lives in their habitual surroundings. Rehabilitation and after-care is, there- 
fore, an essential aspect of effectively coping with addiction. 


C. Limitation of Raw Materials 

As long as there is an abundant supply of raw materials that may be used for 
narcotic purposes or from which narcotic drugs may be manufactured, and as long 
as there is a demand for illicit narcotic drugs, there will always be supplies for the 
illicit traffic and for the addict. The suppression of the demand is still a long way 
off, and so it has become all the more imperative either to devise methods for the 
limitation of production of raw materials to the world’s medical and scientific needs 
or to establish such stringent controls that no supplies will escape into the illicit 
traffic. This problem has engaged the attention, first, of the League of Nations, 
then, of the United Nations, for more than twenty-five years. A satisfactory solution 
has not yet been found, although, as far as opium is concerned, the 1953 protocol 
represents a forward step. Efforts so far have primarily been concentrated on raw 
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opium for two reasons: First, addiction to opium and its derivatives (morphine, 
heroin, etc.) is the most widespread in the world. Secondly, the opium poppy 
does not grow wild, but must be cultivated to produce opium—while both the coca 
leaf and cannabis grow wild—thus affording more promising possibilities for an 
effective limitation and control. 


1. Raw Opium 

The principal opium producers in recent years have been India, Iran, Turkey, the 
Soviet Union, and the mainland of China, although Iran has, by a law promulgated 
in 1955, prohibited all further poppy cultivation and opium production. Smaller 
quantities have also regularly been produced in Afghanistan, Bulgaria, Greece, Japan, 
Pakistan, and Yugoslavia. The opium poppy is also cultivated extensively for its 
seeds, particularly in a number of East European countries. The production of 
opium requires two conditions which, in fact, limit the areas where it can profitably 
be pursued: a reasonable certainty of good weather at the time of harvest, as rain may 
wash away the whole crop; and, as each poppy head must be treated by hand at 
least twice, an abundant supply of cheap labor. 

Reference already has been made to the fact that the Opium Advisory Committee 
of the League of Nations, in 1940, had prepared a draft convention for the limitation 
of opium production to the world’s medical and scientific needs. Unfortunately, 
however, the Commission on Narcotic Drugs, in approaching this problem, chose 
to disregard the League draft and addressed itself, instead, to a new scheme, the 
central feature of which was an international opium organization, with a monopoly 
to purchase, stock, and sell raw opium. This scheme was endorsed by the United 
Nations secretariat and certain members of the Commission, but in view of both 
the tense international situation and the fact that opium is an important strategic 
substance, the majority of the Commission was unwilling to place in the hands of an 
international monopoly the responsibility for the world’s supply of opium. The 
Commission, for other reasons as well, came to view the proposed monopoly with 
suspicion, and in the end, after years of labor and discussion, the whole scheme 
was abandoned in 1952. 

At this point, the representative of France outlined a more restricted proposal, 
which, at the international conference in New York, became the 1953 protocol. The 
protocol does not limit opium production to the world’s medical and scientific needs, 
although it stipulates that the use of opium shall be limited to such needs. A limita- 
tion is, however, placed on the stocks that each country may maintain, whether 
they are producing, drug manufacturing, or purely consuming countries. For pro- 
ducing countries, the annual stocks held on December 31st of each year must not 
exceed the amount of opium exported or used for the manufacture of drugs in any 
two-and-one-half-year period, and production must be regulated so as not to exceed 
such stocks; manufacturing countries may keep stocks corresponding to two years’ 
normal requirements; and consuming countries, stocks corresponding to the quanti- 
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ties used during the preceding five years. Each producing country must, moreover, 
commit the whole of its opium production and trade to one or more government 
agencies. There are also a number of detailed rules regarding licensing of cultivators, 
areas under license, collection of opium, etc. The Permanent Central Opium Board 
is given various extensive powers in the supervision of the application of the protocol, 
and these go far beyond its powers under the 1925 and 1931 conventions. The proto- 
col gives a monopoly of producing opium for export purposes to the following seven 
countries: Bulgaria, Greece, India, Iran, Turkey, the Soviet Union, and Yugoslavia. 

It is obvious that these provisions concerning maximum stocks are very liberal 
and that if they were fully exploited, world stocks of opium would exceed medical 
and scientific needs several times over. The protocol thus, does not provide for a 
real limitation of production to the world’s medical and scientific needs. But the 
protocol was initially intended to be only temporary in character, pending the drafting 
and the effectuation of the single convention, which, it was hoped, would provide 
for truly effective limitation. Unfortunately, however, the Commission on Narcotic 
Drugs has now abandoned further attempts to effect a real limitation and has decided 
simply to insert the provisions of the 1953 protocol, as such, into the draft single 
convention. 

It may be of interest here to review the world situation as regards opium pro- 
duction. It is estimated that the world needs, for medical and scientific purposes, 500 
to 600 tons annually, and about 750 tons if the still-permitted quasi medical consump- 
tion is included, as it should be, for the transitional period allowed by the 1953 proto- 
col. The published statistics of the Permanent Central Opium Board show that 
production, as reported to the Board, amounted in 1953 to 1,294 and in 1954 to 773 
tons, respectively. The latter figure enabled the Board to state in its annual report 
for 1955 that in 1954, production decreased and that licit requirements increased and 
exceeded production. This statement should, however, be seen in the light of the 
following facts: 

1. All large producers (India, Iran, Turkey, but not the Soviet Union) reported 
much smaller crops in 1954 than in 1953. This might have been attributable to a 
reduction of area under cultivation (e.g., India), but more likely reflects a partial 
crop failure, which is not uncommon. 

2. In the same report of the Permanent Central Opium Board, there was pub- 
lished a statement of the Health Minister of Iran, issued at a press conference in 
Teheran, on August 4, 1955, to the effect that actual production in Iran was from 
700 to 1,200 tons a year, whereas the production reported to the Permanent Central 
Opium Board was 227 tons in 1953 and 145 in 1954, respectively. 

3. The Board’s report makes no mention of the production on the mainland 
of China, presumably because the Board receives no official statistics from the People’s 
Democratic Republic of China, where opium production is supposed to be illegal. 
That such production exists, however, is evidenced by the proceedings of the Com- 
mission on Narcotic Drugs year after year, from which it appears that production 
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on the mainland of China alone may amount to as much as two to three times the 
licit production of the rest of the world. A large part of this opium finds its way 
into the international illicit traffic, either as raw opium or as morphine or heroin man- 
ufactured on the mainland of China. Accordingly, the statement that world’s licit 
requirements exceed world’s production is clearly misleading and dangerous, although 
the figures the Board possesses may seem to furnish a justification. 

The future of opium on licit world markets is not bright. Demands for non- 
medical consumption will disappear within a few years if the 1953 protocol comes 
into full force. Moreover, twenty to twenty-five per cent of the world’s production 
of morphine today is obtained by extraction from poppy straw; and the expanding 
use of synthetic drugs has made further inroads into the licit demand for opium. 
It is true that the consumption of opium derivatives is constantly increasing with 
the extension and improvement of health services. The time may, however, come in 
the near future when the world will require much less opium than it does today; 
and producing countries which do not wish to feed their opium to the illicit traffic 
will then have to reduce their production and replace opium with other crops. This 
should be an internationally regulated process, and it is, therefore, deeply to be 
regretted that the Commission on Narcotic Drugs, and, thus, also the United Nations, 
has abandoned the plan of elaborating an effective scheme for limitation of opium 
production. 

The problem is, admittedly, not easy, as the producing countries see no justification 
for sacrificing the livelihood of their peasants in favor of poppy straw and synthetic 
drugs. The other side, however, is not willing to forego the use of either poppy 
straw for extraction of morphine or synthetic drugs. Nevertheless, with some good 
will and energy, it should be possible to arrive at a compromise between these com- 
peting interests, to the benefit of humanity as a whole. 


2. The Coca Leaf 

Cocaine, a narcotic drug derived from the coca leaf, has not generally been con- 
sidered to present a serious international problem. The Commission on Narcotic 
Drugs has recently noted certain indications that cocaine addiction may be on the 
increase, however, and this situation, accordingly, requires careful watching. 

The coca bush is cultivated and also grows wild in certain South American coun- 
tries—namely, Bolivia, Colombia, and Peru. There is also some cultivation in 
Indonesia and on Formosa. The Permanent Central Opium Board reported world 
production in 1954 to be some 13,000 tons, although only 700 tons are used annually 
for medical purposes—i.e., for the manufacture of cocaine. The rest is accounted for 
by quasi medical consumption—z.c., the chewing of coca leaves, a habit prevalent 
among the indigenous populations of Argentina, Bolivia, Colombia, and Peru. 
Colombia, it should be noted, has, for some years, pursued an active policy of sup- 
pressing this last-mentioned habit, and the governments of the other three countries 
have declared their intention of doing likewise. Accordingly, the Commission on 
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Narcotic Drugs has recently decided that production or harvesting of coca leaves 
should be limited to the world’s medical and scientific needs, and provisions to that 
effect have been inserted in the draft single convention. These provisions are largely 


modeled on those of the 1953 opium protocol. 


3. Cannabis 

More commonly known as Indian hemp, this is an industrial plant that is widely 
cultivated for its textile fibres and its seeds. The plant contains an alkaloid (can- 
nabinol) that has certain narcotic properties and is extensively used for nonmedical 
consumption in many different forms. Most potent and dangerous is the resin 
formed by the plant under certain climatic conditions. This resin is used in many 
parts of the world, under many different names—e.g., charas, bhang, hashish, 
takrouri, chiras, djamba, and esrar. On the American continent, cannabis is most 
widely known as marijuana, and this substance usually contains dried leaves of the 
plant, which is made up with tobacco into cigarettes. Although cannabis has very 
violent effects and may cause insanity or homicidal tendencies, its nonmedical use is 
still tolerated in some Asiatic countries. 

The existing international drug conventions contain very little in regard to 
cannabis. ‘There are some relevant provisions in the 1925 convention, but these apply 
only to the dried, flowering, or fruiting tops of the pistulate plant from which the 
resin has not been extracted and to the resin itself. The international trade is con- 
trolled through the import certificate and export authorization system, however, and 
there are certain special prohibitions on the export of resin and its preparations. 
And the 1936 convention for the suppression of the illicit narcotic drug traffic also 
applies to Indian hemp, as defined in the 1925 convention. 

The League of Nations devoted much interest and time to the cannabis problem. 
It had a permanent subcommittee on cannabis, composed of outstanding international 
experts. The United Nations Commission on Narcotic Drugs, however, has only 
in recent years taken an active interest in cannabis—except for the illicit traffic 
aspects, which come up for discussion every year—-and at present deals with two 
aspects of the general problem: the possibility of developing a narcotic-free strain 
of the cannabis plant, and the replacement of the plant by nonnarcotic plants that 


would produce similar textile fibres. The Commission is assisted in these quests 


by the Food and Agricultural Organization and by various governments. Neither 


of these lines of inquiry, interesting as they may be, however, appears to promise 
success within the immediately foreseeable future, let alone the enormous practical 
difficulties that will be encountered in trying to replace the actual hemp plant by a 
narcotic-free strain or by another nonnarcoa. plant. Accordingly, the Commission 
has now decided to include in the single convention special provisions prohibiting 
cannabis, except for the purpose of scientific research (production, trade, possession, 


and use), but these will refer only to the alkaloid contained in the plant, its resin, 
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and all substances containing the pharmacologically active principle of cannabis. 
There is, of course, no question of limiting or controlling the cultivation of the plant. 


VI 
THE SincLe CoNvVENTION 

The need for codification of the international narcotic drug instruments is, per- 
haps, now more easily understood. This idea was initiated during the days of the 
League of Nations and was taken up by the Commission on Narcotic Drugs at an 
early date. After many years of work and discussion, there has now been produced 
a second draft that is practically complete and that was considered by the Com 
mission at its 1956 session. In this draft, however, the Commission has made no 
final proposals on several points, but has, instead, inserted various alternatives 
The present text cannot, accordingly, be submitted to an international conference. 
At its last session, therefore, the Commission reached two procedural decisions: first, 
to communicate the second draft for observations to governments represented on the 
Commission and to such other governments whose observers had taken part in 
the preparation of the draft; and, secondly, to appoint a committee of five members 
to meet before the next session of the Commission for the purpose of preparing, 
in the light of observations of governments, a simplified draft, removing as many 
of the alternatives as possible. ‘This new draft is to be considered by the Commission 
at its 1957 session. 

Some members of the Commission on Narcotic Drugs have been critical of the 
slow progress that has been made in formulating the single convention and have 
urged greater dispatch. Other members appear somewhat disinterested, however, and 


may deliberately be playing delaying tactics. Under these circumstances, therefore, 


it may take another ten years before the single convention has been concluded and 


brought into force. 

Codification is certainly a difficult task, but not so complicated as to require 
fifteen years or more work. There are two valid reasons, however, for hesitating 
to push the single convention: First, there is a risk that the new convention may not 
be as strict as the old instruments—a¢., in codification, important provisions may be 
omitted or attenuated. For example, in 1953, the Commission on Narcotic Drugs 
discovered that the text before it lacked the very important provisions for limitation 
of manufacture, one of the essential features of the 1931 convention. This difficulty 
is, of course, not insurmountable and may be obviated by submitting the final draft 
to a special committee of narcotic drug experts and international lawyers for the 
purpose of verifying the text from this point of view. Second, there is the notorious 
slowness in ratification of treaties. A case in point is the 1953 opium protocol, whose 
coming into force is not yet in sight after more than three years. The League of 
Nations showed what could be done with determination and effort, however, when 
the 1931 convention was brought into force within two years of its conclusion, and 
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this despite the fact that the convention entailed a most radical departure in inter- 
national law affecting the sovereignty of states. Nevertheless, it may take many 
years before the single convention will have received as wide application as the 
conventions of 1912, 1925, and 1931, and in the meantime, there will be nine instead 
of eight international instruments, and the confusion may be worse than it is today. 

Attention should be drawn to the fact that the present draft so greatly extends 
and strengthens the powers of the international control organs and constitutes such 
an invasion of the sovereignty of states that many states may hesitate to ratify the 
convention or may find it impossible to do so because of a conflict with their own 
constitutions. It may be necessary, therefore, to strike a reasonable compromise be- 
tween the legitimate desire to enable international control organs to proceed effectively 
with sanctions against serious violations of the convention and what is legally and 
practically possible for governments to accept. Universality of application is essential, 


and most governments will show good will in fulfilling their obligations. For the 


exceptional cases of serious violations, the present powers of the Permanent Central 


Opium Board and the attending world-wide publicity should be quite sufficient 


to meet any critical situation. 


Vil 
‘THe Lericacy or ConTRoL 

Through the international instruments and the work of the Opium Advisory 
Committee and the Commission on Narcotic Drugs, control has been effected on a 
world-wide scale. The conventions, and particularly the limitation convention of 
i931, represent the first concerted attempt by governments to regulate a single in- 
dustry throughout the world, from the point at which the raw materials enter the 
international trade to the point at which they finally reach the legitimate consumer. 
The essential elements of this control may be summed up as follows: the determina- 
tion in advance of legitimate world needs; the adjustment of world manufacture 
to legitimate world demand; the minute controlling of all channels of distribution, 
both national and international; and the entrusting to international organs of the 
task of supervising and coordinating the working of the whole machinery throughout 
the world. Nothing similar or as far-reaching in international cooperation has ever 
been attempted. The Assembly of the League of Nations described the limitation 
convention of 1931 as embodying “a bold conception, without precedent in the 
history of international relations and international law.” In 1934, the League As- 
sembly stated that the convention had set up “a real international administration.” 
Not only have governments accepted extensive and binding obligations, but they 
have countenanced pervasive encroachment on their national sovereignty—and these 
limitations of sovereignty have affected not only parties to the convention, but also 
nonsignatory countries. Every transaction, whether it be in raw materials or manu- 
factured narcotic drugs, is subject to national control of the strictest kind, and govern- 
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ments, in their turn, are continuously supervised by and are responsible to the 
international contro] organs. 

The contro] system is unquestionably effective as far as it goes, but it must always 
be remembered that its success depends ultimately on governments—on their good- 
faith fulfillment of their obligations and on their administrative efficiency. ‘The 


question arises why, with the existence of this control, there still is illicit traffic and 


narcotic drug addiction. The reply must be that, in the first place, as outlined earlier, 
raw materials have not yet been sufficiently controlled. In the second place, despite 
the efficiency of administration and control, there are always dishonest people who 
are tempted by the enormous profits of the illicit traffic. The facts revealed—as 
regards the production in Iran, for example—prove that despite control, raw opium 
has been produced in quantities much larger than those collected by or delivered 
to the government; and such raw opium almost invariably enters into the illicit 
trafic. As all licensed drug factories are strictly supervised, trafiickers resort to 
clandestine manufacture, and the Commission on Narcotic Drugs has found that 
in recent years, such manufacture usually takes place near the sources of raw ma 
terials. ‘The third reason is that, by reason of their small bulk, narcotic drugs are 
readily smuggled and easily escape the attention of police and other enforcement 
officials. 

Phe fact that illicit trafhe and addiction continue is, however, no reason to con 
demn the national and international control system, without which it is certain that 
illicit narcotic drug trafhe and addiction would be far more widespread and would 
constitute a far greater menace to the whole world. Governments and the interna 
tional organizations must, instead, continue the struggle and make every effort to 
tighten the net, so as to choke off the channels through which this illicit trafhe 
flows and mitigate the ravages it causes. 

VIII 
Tue Furure 

An attempt has here been made to describe the international narcotic drug control 
system and to point out its existing weaknesses as well as its strength. To remedy 
these weaknesses, the United Nations, through its appropriate organs, must undertake 
a full review of the present work, procedures, and plans for the future. If such a 
review is not undertaken shortly, there is great danger that the international control 
machinery may hopelessly deteriorate. A new deal, a new approach, is called for, 
particularly as regards the Commission on Narcotic Drugs. In view of the difficulties 
experienced by the Commission in expeditiously discharging its functions, its entire 
role and organization should be carefully restudied. As the Commission frequently 
is frustrated by political and national interests, something should be done to neutralize 
those influences. Naturally, governments could do much to alleviate the situation by 
assigning to the Commission their experienced experts, with instructions to work 


toward the professed common goal, ignoring, as far as possible, incidental political 
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and economic considerations. One technique might be to have a special body of 
independent experts prepare the work of the Commission and propose to the Com- 
mission the solutions appropriate in each case. This body could be comparatively 
small, and the present Permanent Central Opium Board might well operate satis- 
factorily in this capacity. This would require a revision of the existing conventions, 
however, and it could be accomplished by the proposed single convention. The 
Board would then, of course, have to be a permanent body, and its members re- 
munerated sufficiently well to guarantee their independence and impartiality. 

In this last connection, the United Nations should see to it that lack of funds 
does not hamper progress. The campaign against the illicit narcotic drug traffic is 
costing the world millions of dollars annually in direct expenses, not to mention the 
untold millions of dollars of economic loss to society entailed by the existence of 
millions of addicts who are unable to work and produce effectively. 

No country, be its laws ever so drastic and their enforcement ever so effective, 


can alone protect itself and its people against the scourge of narcotic drugs. There is 


only one way to success, and that is through effective international action and coopera- 
tion—which today means through the United Nations and its organs. There is no 
other alternative. The peoples of the world are, accordingly, looking to the United 
Nations for a solution. It must not fail them. 





NARCOTIC DRUG LAWS AND ENFORCEMENT 
POLICIES 
Rurus Kinc* 


The King’s argument was that anything that had a head could be beheaded, 
and that you weren’t to talk nonsense. 
The Queen’s argument was that, if something wasn’t done about it in less 
than no time, she'd have everybody executed, all round. . . . 
Lewis Carroll, Alice’s Adventures in Wonderland 


Repressing the narcotic drug traffic by criminal sanctions is a comparatively recent 
innovation in the United States. Addicted persons have enjoyed the appellation 


“dope fiend” for only some forty years,’ while the “pusher” of pre-World-War-l 


society was usually the local pharmacist, grocer, confectioner, or general store-keeper.? 


In fact, until the turn of the twentieth century, the use of opium and its derivatives 
was generally less offensive to Anglo-American public morals than the smoking of 
cigarettes.® 

In many significant features, the patterns we have evolved to deal with this 
problem are atypical. First, the problem itself is viewed by most other civilized 
nations as one involving health rather than criminality, and it is virtually nonexistent 
in the view and experience of some. Moreover, although the ingestion and injection 
of narcotic substances seem patently to be matters primarily of local concern, the 
federal government has innovated our repressive policies, almost sua sponte, and a 
federal agency has been the dominant enforcement instrument from the very outset; 
even the initial impetus came, in part at least, from a treaty commitment undertaken 
by the federal government—far removed from considerations of state police power or 
local public policy. Furthermore, Congress has never, before or since, relied upon the 
federal tax laws to achieve an objective so remotely connected with the collection 


* A.B. 1938, Princeton University; LL.B. 1943, Yale University. Member of the New York, Maryland, 
and District of Columbia bars. Chairman, Committee on Narcotics and Alcohol, Section of Criminal 
Law, American Bar Association, Counsel, Senate Crime Commission, 1951; Senate Committee on 
Crime and Law Enforcement in the District of Columbia, 1953. Contributor to legal periodicals 

* An early epithet, reflecting the fact that Civil War veterans had become addicted in large numbers 
as a result of battleground medication, was “the army disease."’ See Davin W. Maurer ano Victor H 
Vocet, Narcorics anp Narcoric Appicrion 6, (1954) Cf. INTERDEPARTMENTAL COMMITTER ON 
Narcorics, Reporr To THE Presipent 4 (1956) 

* See Kolb, Let's Stop this Narcotics Hysteria, Saturday Evening Post, July 28, 1956, p. 19; Cuarces 
E. Terry anp Mitprep Peccens, Tue Orprum Prosiem, 7, 23, ef passim (1928); Maurer anp Vooer, 
op. cit. supra note 1, at 9-19; Stevens, Make Dope Legal, Harper's Magazine, Nov. 1952, pp. 40, 41. 

*In the 1870's and 80's, medical men were beginning to warn that opium addiction was claiming 
people “who crave the effect of a stimulant, but will not risk their reputation for temperance by taking 
alcoholic beverages,” and who “have not come from the ranks of reckless men and fallen women, but 
the majority of . [whom] are to be found among the educated and most honored and useful members 
of society.” Terry & PELLENS, op. cif. supra note 2, at &, 17 
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of revenues,* and no comparable law-enforcement assignment (disregarding the 
troublesomely analogous Prohibition experiment) has ever been given to the Treasury 
Department. 

Most notably unusual, however, this chronicle of federal intervention is an epoch 
of dismal failure. Congress has expanded the list of federal crimes in support of local 
enforcement efforts a dozen times in the last half century, and with no other excep- 
tion (again, omitting the Volstead Act), the results have been salutary: federal inter- 
vention has caused the problem to diminish or disappear.® But this has not been true 
of the illicit drug trafhc: the costs of drug-law enforcement have increased steadily,® 
and though estimates of our addict population are manipulatible in a wide range, 
no one suggests that addiction has ever shrunk to negligible proportions or ceased 
to be widespread.’ An addict cut off from his supply for a few days “kicks the 
habit”; so the mere survival of this substantial community of “users” over the years- 
over forty years—is unanswerable proof that illicit traffickers have never been deterred 
from meeting the addict’s needs.” 

The United States adhered to the Hague Opium Convention of 1912, by which 
it undertook to control the domestic production, sale, use, and transfer of opium and 


coca products.” Since, however, neither opium poppies nor coca shrubs were being 


grown extensively in this country, our undertaking to curb production was a mere 


* Other comparable regulation-by-taxation measures now on the federal books are: Act of July 13, 
1866, 14 Svar. 136, 26 U. S.C. § 1900 (1952) (obligations of nonnational banks); Act of Aug. 27, 1894, 
28 Srar. 562, 26 U. S. C. § 1807 (1952) (playing cards); Act of Aug. 11, 1916, 39 Svar. 476, 26 
U. §. C. § 1920 (1952) (cotton futures); Act of July 10, 1930, 46 Srar. 1022, 26 U. S. C. § 2300 (1952) 
(oleomargarine); Act of May 10, 1934, 48 Srar. 763, 26 U. S. C. § 2470 (1952) (vegetable oils); Act 
of June 26, 1934, 48 Srar. 1240, 26 U. S. C. § 2700 (1952) (firearms); Act of Jan. 2, 1951, 64 Srar. 
1134, 15 U. S.C. §§ 1171, 1172 (1952) (slot machines). 

"E.g., Act of July 1, 1902, 32 Srar. 727, 18 U.S. C. § 1991 (1952) (train robbery); Act of June 
25, 1910, 36 Srar. 825, 18 U. S. C. § 43 (1952) (white slavery); Act of June 22, 1932, 47 Srar. 
326, 18 U.S. ©. § 1201 (1952) (kidnapping). Nearly all these statutes spring from the federal com- 
merce power and appear in the Federal Criminal Code; and responsibility for their enforcement falls on 
the Department of Justice. See King, The Control of Organized Crime, 4 Stan. L. Rev. §2, 53 0. 7 
(1951). 

* Appropriations for narcotic drug law enforcement at the federal level have averaged $1,623,892 
annually for the period 1930-55. This reflects a decline from $1,574,154 in 1930 to $1,249,470 in 1936, 
and then a steady rise to $1,327,000 in 1944, $1,647,000 in 1950, $2,790,000 in 1953, and $2,990,000 in 
1955. Hearings before the Subcommittee on Improvement in the Federal Criminal Code of the Senate 
Committee on the Judiciary, 84th Cong., ist Sess. pt. 1, at 12 (1955) 

™The most popular current figure is 60,000 addicts, or one person in every 3000, See INTERDEPART 
MENTAL COMMITTEE ON NARCOrics, op. cit. supra note 1, at &; Senate Committee on the Judiciary, The 
Wlicit Narcotics Traffic, S, Rep. No. 1440, 84th Cong., 2d Sess. 3 (1956) 

"The illicit trafic is supplied almost entirely by smuggling operations, and preventive efforts 
at critical points—z.¢., ports of entry—are left to the Bureau of Customs. See Hearings, supra note 6, 
pt. 1, at $7. Commissioner of Narcotics Anslinger has characterized the activities of his enforcement 
staff (then 188 agents) as “like [using] a piece of blotting paper to mop up the ocean.” Hearings 
before the Senate Special Committee to Investigate Organizd Crime in Interstate Commerce, 42d Cong. 
ist Sess. pt. 14, at 430 (1951). See also note 42 infra 

* Suppression of the Abuse of Opium and Other Drugs, Convention and Final Protocol Between the 
United States and Other Powers, Jan. 23, 1912 and July 9, 1913, 38 Srar. 1912, T.S. No. 612. Bilateral 
treaties curbing the exploitation of the opium traffic by American nationals had been negotiated at earlier 
dates, beginning with a United States-Siam pact in 1833. Treaty of Amity and Commerce, March 20, 
Ree, art. 2, 8 Svar. 454, T. S. No. 321. See Wright, The International Opium Commission, 3 J. Int't 
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formality, apparently agreed upon to encourage countries which were producers to 
join in restricting supplies in the world market.'? There was, of course, perfect logic 
in our pursuit of this aim: if we could have induced all nations where raw drugs 
might be grown to clamp on tight controls, our domestic traffic, dependent on 
smuggling, would long since have disappeared. We have remained staunch in our 
support of international action to control supplies, adhering to subsequent con- 
ventions,’ and working diligently through the League of Nations, the United Na- 
tions, and the autonomous Permanent Central Opium Board.'* Most recently, we 
have been promoting the idea of an International Opium Monopoly, with plenary 
powers of inspection and control.'* 

But American efforts to induce other nations to forego the production and market 


ing of drugs, so as to rid us of the illicit importer, have never borne much fruit." 


Our friends have been apathetic,'® and our cold-war enemies have been flatly un 


‘°'The principal sources of opium are countries of the Eastern Mediterranean, Asia, and Asia Minor 
—currently Iran, Yugoslavia, India, and Turkey; coca, indigenous to the west coast of South America 
is also grown in Indonesia. 

' The Geneva Convention of 1925 (International Opium Conference, Feb. 19, 1925, L.N.T.S. No 
1845) set up the first administrative machinery to gather statistical material and recommend quotas for 
the export and import of narcotic drugs; the Geneva Convention of 1931 (Limiting the Manufacture and 
Regulating the Distribution of Narcotic Drugs, Convention and Protocol of Signature Between the United 
States and Other Powers, July 13, 1931, 48 Srar. 1543, T.S. No. 863) sought to make the quota controls 
mandatory and otherwise to tighten the curbs on domestic processing and transfers; the Piotocol of 1946 
(Protocol Between the United States of America and Other Governments, Narcotic Drugs, 61 Sra 
2230, T.I.A.S. No. 1671) brought the prior conventions into the framework of the United Nations and 
established the United Nations Commission on Narcotic Drugs; the Protocol of 1948 (Entry into Force 
of Amendments Set Forth in the Annex to the Protocol of Dec. 11, 1946, Narcotic Drugs, Mar. 30, 194%, 
62 Strat. 1796, T.I.A.S. No. 1859) provided for the extension of existing controls to new drugs 
and derivatives found by the World Health Organization to be dangerously addicting; and the Protocol 
of 1953 (Protocol for Limiting and Regulating the Cultivation of the Poppy Plant, the Productior of, 
International and Wholesale Trade in, and Use of Opium, June 23, 1953, U.N. Pub. Sales No. 1953, XI.6) 
restricted opium production to certain designated countries and further limited the distribution and use 
of opium products. An additional convention, proposed in 1936, makes narcotic drug offenses extraditable 
and compels signatory powers to treat certain proscribed acts as crimes— ¢., creates new categories of 
crime directly by international agreement; this has been ratified by a score of countries, but the United 
States is not a party, Elsewhere in this symposium, the objectives, mechanics, and effectiveness of inter 
national narcotic drug controls are explored more extensively. Renborg, International Control of Narcotics, 
supra 86-112. 

™ See Harry J. ANsSLINGER AND WittiaM F. Tompxins, THe Trarric in Narcotics 39-41 (1953) 

™ Bureau or Narcotics, U. S. Treasury Der'r, Trareic in Ore1um ano Orner Dancerous Daves 
1 (1950); 1d, at 1 (1951); td. at 2-3 (1952). 

‘*See Comment, Narcotics Regulation, 62 Yare L. J. 751, 763-65 (1953) 

‘©The Bureau of Narcotics often uses its annual report to disseminate statements of censure against 
nations whose repressive efforts appear wanting in zeal. Thus, in 1950, Bolivia and Peru were prodded 
to eradicate the practice of chewing coca leaf among their citizens; it was noted that the British were still 
making “efforts” to abolish opium smoking in their Far East territories; Thailand and Indonesia were 
“called on to explain” their policies in operating government opium shops; and Italy and Turkey were 
noticed as among the foremost suppliers of drugs for the American traffic. Bureau or Narcorics, op 
cit. supra note 13, at 2-4 (1951). In 1951, Iran was disclosed to have permitted 333 tons of opium 
to have “disappeared,” a situation characterized by the Permanent Central Opium Board as “most dis 
quieting.” Jd. at 4 (1952). In 1955, the situation in Thailand was reported to be “less than satis 
factory” and in need of “more strenuous efforts’; there were also “disturbing reports” about cocaine 
manufacture in Bolivia, Ecuador, and Peru; and it was noted that the situation in Lebanon “remains 
unsatisfactory and requires far greater efforts to reduce the illicit traffic.” Id. at 2-3 (1956). It is 
significant that the Protocol of 1953, supra note 11, still lacks ten adherents to reach the number 
of twenty-five required to make it effective, and that none of the opium-producing countries have 


become parties 
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cooperative.’® Excepting the duration of World War II, when many opium-produc- 
ing countries were cut off and travel restrictions put most smugglers out of business, 
narcotic drugs have continued to flow freely into our illicit market.”? 

A more significant aftermath of our participation in the 1912 convention was the 
Harrison Act,'” passed by the Sixty-third Congress principally to comply with our 
undertaking to control the domestic sale, use, and transfer of opium and coca 
products.’® ‘This act has provided the basis for domestic law enforcement, vis-a-vis the 
illicit drug traffic, ever since its enactment. As has been observed, it is not a forth- 
right criminal statute, but rather a regulatory measure in the ill-tailored guise of a 
federal revenue enactment.”’ It must be remembered that, except for smoking opium, 
which had long been contraband,” there were no effective controls on any part 
of the traffic in drugs prior to 1914.77 Addicted persons who sought comfort or in- 
toxication could buy whatever they wanted from any supplier, at moderate prices;** 
and those who wished to avail themselves of medical care could apply to any mem- 
ber of the profession for any indicated treatment, including gradual withdrawal 
On its face, therefore, the Harrison Act 


5 


“ ” 4 2. 
or even a permanent “comfort” regime. 
seemed better designed to bring the traffic into observable and controllable channels”® 


"© See ANSLINGER AND TOMPKINS, Op. cif. supra note 12, C. 4; Senate Committee on the Judiciary, 
supra note 7, at 4 

*T For many years, the mainstay of the illicit traffic has been heroin; crude opium and laudanum have 
ail but disappeared, cocaine is rare, and diversions of morphine and synthetics such as methadone into 
illicit channels are not encountered on a significant scale. See MAURER AND VOGEL, op. cit. supra note 1, 
c. 2; ANSLINGER AND ToMPKINS, op. cit. supra note 12, C. 2. 

** Act of Dec. 17, 1914, ¢. 1, 38 Svar. 785, as amended, 26 U. S. C. §§ 4701-36 (Supp. III, 1956). 

See H. R. Rep. No. 23, 63d Cong., rst Sess. (1913); S. Rep. No. 258, 63d Cong., 2d Sess. (1914); 
H. R. Rep. No. 1196, 63d Cong., 2d Sess. (1914). 

*’ The act narrowly escaped the bar of unconsttutionality in its first and only direct test before 
the Supreme Court. United States v. Doremus, 249 U. S. 86 (1919). 

*! Smoking opium was subject to prohibitively high duties during most of the nineteenth century, see 
Terry AND PELLENS, Op. cit. supra note 2, at 536-39; its domestic manufacture was taxed after 1890, 
Act of Oct. 1, 1890, 26 Srar. 620, 26 U. S. C. § 4711 (Supp. Ill, 1956); and its importation was 
prohibited after 1909. Act of Feb. 9, 1909, 35 Srar. 614, 21 U.S. C. § 173 (1952). The 1909 act 
was drastically revised, Act of Jan. 17, 1914, 3% Svar. 275, by the same Congress that passed the 
Harrison Act. 

®* See MAURER AND VOGEL, op. cif. supra note 1, at 191-92. 

*® Morphine, for example, cost “in the neighborhood of 60 cents for a drachm [60 grains] .. . when 
sold in original bottles or large fractions” at retail drugstore prices in 1913. Terry AND PELLENS, op. 
cu. supra note 2, at 27. 

** Physicians, along with promoters of narcotic-laden patent medicines, were accused of substantial 
responsibility for the spread of addiction during this period, In 1898, for example, heroin had been 
presented as a new wonder-drug free of the addicting properties of morphine and the other opiates, 
and its indiscriminate use by the medical profession produced many new addicts, See Terry AnD 
PELLENS, Op. cit. supra note 2, at 68 et seq. 

*°In some instances, habitual users were even provided with sustaining dosages by public health 
authorities to prevent them from running afoul of local prescripnon laws. See Cuarces E. Terry, 
Annuat Report, Boarp or Heavru, Jacksonvitte, Pia. (1913); Brown, Enforcement of the Tennessee 
Anu-Narcotic Law, 5 Am. J. Pus. Heatru 323 (1915) 

** Dr. Hamilton Wright, member of the American Opium Commission and vigorous supporter of the 
Harrison Act, described its similar forerunner in the Sixty-first Congress (H.R. 25241) as follows: “Tt 
is designed to place the entire interstate trafic in the habit-forming drugs under the administration of the 
Treasury Department. It is the opinion of the American Opium Commission that it would bring this 
whole traffic and the use of these drugs into the light of day and thereby create a public opinion against 








Laws anp EnrorceMent Poricies 117 


than to repress all nonmedical uses by transforming a large group of hitherto law- 
abiding citizens into felons. 

The heart of the act is an excise tax, imposed at the rate of one cent per ounce,”' 
on opium, isonipecaine, coca leaves, and other opiates and their derivatives,” to be 
evidenced by stamps affixed to the package or container and payable by the importer, 
manufacturer, producer, or compounder—1.c., the first domestic handler. Other 
provisions operate, in theory, at least, to facilitate the collection of this not-too 
exorbitant impost. Thus, it is unlawful for anyone to purchase, sell, dispense, 01 
distribute any narcotic drugs, unless he does so in or from the original stamped 
package.” It is also unlawful for anyone to sell, barter, exchange, or give away 
such drugs, except pursuant to a written order from the recipient, prepared on special 
forms supplied by the Treasury Department.*® 

Persons in any vocation involving the handling of narcotic drugs—e.g., importers, 
manufacturers, wholesalers, pharmacists, doctors, dentists, researchers, etc—also are 
required to register with the Treasury Department and pay an occupational tax 
graduated from one to twenty-four dollars.*’ Registrants are required to keep 
records, available at all times for inspection by law-enforcement officers, and to file 
returns as required by the Secretary of the Treasury.** 

In 1937, marijuana was subjected to a similar pattern of control,** except that the 
tax rate was prohibitory—one dollar per ounce on any transfer of marijuana to any 
person registered under the provisions of the act, and one hundred dollars per ounce 
on any transfer to an unregistered person.™* 

It will readily be observed that this pattern provides the strictest kind of controls 
for the so-called legitimate traffic in drugs—t.e., for whatever supplies are permitted 
to pass through the regulated channels, covered by the Harrison Act. The registra 
tion and return provisions assure that all legitimate traffickers are known to the 
authorities, while the revenue stamps, the official transfer forms, and the records 
required to be kept at each stage bring each individual transaction into plain view 


for official scrutiny. Moreover, to facilitate enforcement, the complexity of this 


pattern has been exploited to multiply penalties and sanctions: besides the general 


tax-law provisions which punish evasion—failure to file returns, fraud, counter- 
feiting of stamps, and the like*°—the mere possession of drugs in unstamped con- 


the use of them that would be more important, perhaps, than the act itself." Hearings before the House 
Ways and Means Committee, 61st Cong., 2d Sess. 49-50 (1910). 
87.38 Srar. 785 (1914), as amended, 26 U. S. C. § 4701 (Supp. III, 1956). 
** Id. § 4731 (a). To this list, the Secretary of the Treasury may add new substances found to have 
opium-like addicting liability. Id. § 4731 (g). ° 
2° 1d. § 4704. 
°° ld. § 4705 
"1d. § 4721-22. 
"81d. § 4732. 
** Act of Aug. 2, 1937, 50 Star. 554, 26 U. S. C. §§ 4741-62 (Supp. III, 1956) 
** Id. § 4741. These taxes must be paid in advance by the intended transferee at the time of securing 
prescribed order form from the Treasury Department 
*© See 26 U.S. C. §§ 7201-12 (Supp. IN, 1956) 
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tainers is “prima facie evidence of a violation”; drugs in unstamped containers are 


subject to seizure and forfeiture;*’ any act requiring registration—ic., any “traffick- 
ing” without registering—is made a separate offense, independent of the failure to 
register per se;** and the act of transporting drugs is a crime for any person not 
registered or protected by certain specific exemptions—e.g., common carriers, em- 
ployees of registrants, public officials acting in the scope of their duties, etc.*” 

During its entire four decades, the Harrison Act has been an unqualified success 
as a strictly regulatory measure.” Its weaknesses and failures show up only in its 
repressive applications, where it has been sweepingly invoked as a_ prohibition 
enactment.’ By diligent police work, the authorities have seen to it that narcotic 
drugs, once lawfully imported and consigned to registered distributors and dispensers, 
rarely go astray, even in minute quantities; but they have never been able to cope 
with the enormous flow of smuggled drugs that are distributed to addict-consumers 
without ever entering the regulated channels at all." 

Perhaps these forty years of failure have also been forty years of error. There 
is authority—including emphatic support from the courts—for the proposition that 
addicts were never intended to be pushed outside the regulatory framework, as 
Congress envisaged it in passing the act.** They might, as reasonably, have been 
expected, instead, to address themselves to the medical profession for help.“* The 


statutory language is susceptible of differing interpretations as to its effects on medical 


practitioners, and this is what has led to uncertainty as to its prohibitory scope. If it 
be conceded that all supplying of drugs to addict-consumers—te., uncontrolled sales 
by unlicensed and unregistered persons—was to be ended, there yet remained the 
question whether doctors might not take care of their addtct-patients by prescribing 
or administering as the doctors deemed necessary. 


© 38 Srar. 785 (1914), as amended, 26 U. S. C. § 4704(a) (Supp. III, 1956). Also, possession by 
iny unregistered person, even when stamps are properly affixed, is “prima facie evidence” of liability for 
the tax, thus furnishing a basis for prosecution for evasion. Id. § 4724(c). 

"1d. § 4706. The vessel or vehicle used to transport seizable drugs may also be subject to forfeiture, 
64 Svar. 427, 49 U.S. C. § 781 (1952). 

*" 38 Srar. 785 (1914), 26 U. S.C. § 4724(a) (Supp. III, 1956). 

"Id. § 4724(b). 

*’ See Comment, supra note 14, at 771 

*' Like the Marihuana Act, supra note 33, the Smoking Opium Act, supra note 21, imposes a tax 
with rates that are exclusively prohibitory—i.c., $300 per lb. 

“Prior to World War II, smuggling was by the “cargo” method, and “seizures involving 2000 
wounds of opium, and 6000 ounces of heroin were not uncommon.” ANSLINGER AND TOMPKINS, op. 
cit. supra note 12, at 14%. Recently, the flow has continued in kilo and ounce quantities. A kilo of 
pure heroin (costing perhaps $1500 at shipside abroad) will make upwards of 100,000 “caps” or 
decks," worth several dollars each in the illicit retail market in the United States, See Hearings before 
the Senate Special Committee to Investigate Organized Crime in Interstate Commerce, 82d Cong., 1st 
Sess, pt. 14, at 422-24 (1951) An ounce of heroin is less bulky and more concealable than a pack 
of cigarettes. See also Hearings, supra note 6, pt. 1, at 36 et seq 

** The legislative history of the act is unilluminating as to congressional intent 
supra, and note 93 infra. See also Maurer anv Voce, op. cit. supra note 1, at 21 

**See Terry ann PrELLeNns, op. cit. supra note 2, at 85. In 1g18, it was estimated, on the basi 
the direct care of physicians 


See notes 19g ind 26 


of a survey by questionnaires, that nearly 240,000 addicts were under 


SprciaL Com™urrere or Investigation, | S. Treasury Dep’r, Tue Trarric in Narcoric. Drucs 


t (1919) 
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Physicians, dentists, and veterinary surgeons*® who are “lawfully entitled” to 
dispense drugs*® must register‘ and keep records,** but they may prescribe or ad- 
minister drugs without making use of the written Treasury Department order form,** 
and without regard for the original-stamped-package requirement.” And persons 
possessing drugs obtained pursuant to a prescription, or received directly trom a 
registered practitioner, are excepted from the general prohibitions against transporta- 
tion” and possession.” But difficulty arises from the fact that every one of these 
exemptions and exceptions is qualfied with language that implies additional limita 
tion. Thus, the prescription specified exempts the recipient only if it is “issued for 
legitimate medical uses. . . .”"* And the direct dispensing similarly exempted is 
covered only when it is “to a patient by a registered physician ... in the course of his 
professional practice,” and where said drugs are dispensed or administered to the 
patient “for legitimate medical purposes. .. .”°* Similarly, the language which excuses 
medical practitioners from the order-form requirement covers dispensing “to a 


patient by a physician . . . in the course of his professional practice only ... ,”°° and 
makes it expressly unlawful for any person, including practitioners, to obtain drugs 
“for any purpose other than the use, sale, or distribution thereof by him .. .” in the 
legitimate practice of his profession.” Even the exemptions which permit interstate 


transportation of drugs by persons who have received them on prescription or by 


direct dispensation from a physician specify that the prescription must have been 
“issued for legitimate medical uses” and the dispensation must have been “to the 
patient for legitimate medical purposes.”*’ ‘The parallel exemption permitting pos 
session by unregistered persons uses different phrasing: the drug must have been 


“prescribed in good faith.” And the Marihuana Act contains similarly qualified 


exemptions for transfers by a registered medical practitioner “in the course of his 


professional practice only” and by a pharmacist if “made in good faith” in pursuance 
of a prescription.” 

*® The phrase “and other practitioners” has recently been added to remove doubts about the status 
of licensed persons in fields such as osteopathy. Act of Aug. 31, 1954, ¢. 1147, 68 Svar. 1001, 

“628 Star. 785 (1914), as amended, 26 U. S. C. § 4721(4) (Supp. Ill, 1956). This provision, 
thus, wisely ties the act to state laws for a determination of each applicant's qualifications and right 


to practice. Burke v. Kansas City Osteopathic Ass'n, 111 F. 2d 250 (10th Cir. 1940). See also Perry 


v. Larson, 104 F. 2d 728 (5th Cir. 1939). 
*728 Svar. 785 (1914), as amended, 26 U. S. C. § 4722 (Supp. Ill, 1956) 
** Id. §§ 4702(a), 4704, 4705 "Id. § 4705(c)(1), (2) 
"° ld. § 4704(b). "11d. § 4724(b) (5), (6) 
"21d. § 4724(c). "8 Id. § 4704(b) (1) 
*41d. § 4704(b)(2). "© Id. § 4705(c) (1) 
"© 1d. § 4705(g). But this provision 1s unconstitutional. Blunt v. United States, 255 Fed. 332 (7th 


Cir. 1918), cert. denied, 249 U. S. 608 (1919) 

®728 Srar. 788 (1914), as amended, 26 U. S, C. § 4724(b)(5), (6) (Supp. I, 1956). These 
provisions apparently charge the recipient with responsibility for the bona fides of the doctor prescribing 
or dispensing to him, but no cases testing such a bizarre extension have been found. 

®° 1d. § 4724(c). 

* so Srat. 554 (1937), 26 U. S. C. § 4742 (b)(1), (2) (Supp. IN, 1956). This latter subsection, 
incidentally, makes the druggist answerable for any prescription where he may be charged with knowledge 


of the prescribing doctor's bad faith—thus, effectively cutting off all sales of marijuana, in as much as it 


has no currently recognized medicinal value 
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What did the lawmakers intend when they selected all these qualifying phrases? 
Who was to decide what constituted “legitimate medical purposes,” set the bounds 
of “professional practice only,” pass on the practitioner's “good faith,” and determine 
whether he had departed from “the legitimate practice of his profession”? At the 
outset, the questions were not sharply put.” The nation was absorbed in World 
War I, and the Treasury Department seemed content to let the new regulatory 
pattern emerge slowly. But in 1919, the lull ended, and a veritable blitz commenced. 
A special Treasury Department committee stunned the nation with a report that one 
million persons had become addicted to “dope,” mostly young people, many “under 
the age of 20.”*' And in 1920, the Narcotics Division of the Treasury Department 
was merged into the lusty new Prohibition Unit, then launching its roistering crusade 
against liquor-drinkers and bootleggers.* 

The first point of attack was necessarily the medical profession. While reputable 
doctors accepted the addict's affliction as one within the purview of the Hippocratic 
Oath, there could be no wholesale roundups and headline-making arrest records—nor, 
incidentally, could the sinister “dope ring” of later chronicles make its appearance.™ 
If the addict remained a “patient” he could bargain for help, albeit on rigorous terms, 
with those who understood his problem and could aid him most—and no sacrifice 
in the cause of therapy could have approached the cruel enslavement that was to 
follow later, when his only bargain was with the illicit peddler, on the latter’s terms. 
Medical men were aware of this responsibility, and, by and large, they were responsive 
to it, until the early twenties. Then, they were driven into full retreat by a series 
of Supreme Court decisions that still record one of the most astonishing occurrences 
in our legal history. The High Court was the victim of a trick. 

On the same day on which the constitutionality of the Harrison Act was 
affirmed,” the Court handed down the first of the “doctor” cases, Webb v. United 
States, in which the Government had posed the following certified question :*° 


*° See, e.g., Tucker v. Williamson, 229 Fed. 201 (S$.D, Ohio 1915); United States v. Curtis, 229 
Fed. 28% (N.D. N.Y. 1916); United States v. Friedman, 222 Fed. 276 (W.D. Tenn. 1915). 

® SpeciaL. COMMITTEE OF INVESTIGATION, Op. cit. supra note 44, at 6. Other estimates of the same 
period ran as high as 5,000,000. See Terry anp PeLLENs, op. cit. supra note 2, at 3. The most im- 
pressively responsible study estimated “somewhat less than 215,000” for the beginning of the period 
1915-22, and “about 110,000” for the end of that period. Kolb and Du Mez, The Prevalence and Trend 
of Drug Addiction in the United States and Factors Influencing It, 39 Pus. Heactu Rep, 1179 (1924). 
Even in those days, the Narcotics Division was somewhat aggressive about its own views; on May 4, 
1924, just before publication of the Kolb-Du Mez study, a Prohibition Unit press release was issued, 
stating: “It is estimated that there are upwards of 500,000 dru; addicts in the United States. . . .” 
TERRY AND PELLENS, Op. cit. supra note 2, at 43 Nn. 25 

** See Laurence F, Scumeckesier, THe Bureau or Pronisirion 3 et seg. (Service Monograph No. 
57, Institute for Government Research, Brookings Institute 1929). 

** The illicit traffic took an exotic cast from the Chinese opium smugglers, opium “dens,” dime-novel 
fantasies of the period, and association with the oriental “tongs,” the Mafia, and similarly chimerical 
organizations. Contemporaries, however, recognized the peddler as an understandable, if lamentable, 
product of the new enforcement policies: “Thus was an illegal substitute for the legal channels of 
supply created by the law because the law was so interpreted and administered as to render the registered 
distributors uncertain of their status.” Terry AND POLLENS, op. cit. supra note 2, at gt. 

** United States v. Doremus, 249 U. S. 86 (1919). 

*® 249 U. S. 96, 99 (1919). 
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If a practicing and registered physician issues an order for morphine to an habitual 
user thereof, the order not being issued by him in the course of professional treatment in 
the attempted cure of the habit, but being issued for the purpose of providing the user 
with morphine sufficient to keep him comfortable by maintaining his customary use, is 
such order a physician’s prescription under exception (b) of §2?° 


And the Justices responded :* 


[T Jo call such order for the use of morphine a physician's prescription would be so 
plain a perversion of meaning that no discussion of the subject is required. 


Two extraneous facts doubtless influenced the Court’s response: at this ime (1919), 
public hysteria about the “dope menace” was thoroughly whipped up; and the case 
was one of flagrant abuse (Dr. Webb had sold prescriptions by the thousands, indis- 
criminately to any applicant, for fifty cents apiece) .** 

The second case, Jin Fuey Moy v. United States,®* also arose out of an outrageous 
set of facts: the doctor had written prescriptions for morphine by the gram, for all 
comers, at one dollar per gram. The Court sustained his conviction, holding :"° 

Manifestly the phrases “to a patient” and “in the course of his professional practice 
only” are intended to confine the immunity of a registered physician, in dispensing the 
narcotic drugs mentioned in the act, strictly within the appropriate bounds of a physician's 
professional practice, and not to extend it to include a sale to a dealer or a distribution 
intended to cater to the appetite or satisfy the craving of one addicted to the use of the 
drug. 


Next came the case that contained the joker, United States v. Behrman, decided 
March 27, 1922."' Here, too, the abuse was flagrant. Dr. Behrman had given a 
known addict, at one time and for use as the addict saw fit, prescriptions for 150 


grains of heroin, 360 grams of morphine, and 210 grams of cocaine. But the indict- 


ment was drawn so as to omit any accusation of bad faith; it charged, in effect, 
that this treatment was for the purpose of curing the addict,’* and, thus, its validity 
depended on a holding that prescribing drugs for an addict was a crime, regardless 
of the physician's intent in the matter. The District Court sustained a demurrer, 
and the Government invoked its right to appeal directly to the Supreme Court.” 


** Note how the question is phrased to set “professional treatment in the attempted cure of the 
habit,” on the one hand, against prescribing “to keep him comfortable by maintaining his cus 
tomary use,” on the other. The result was to establish that the latter was not “professional treatment” 
at all. 

*7 Id. at 99-100 

°* So the certified question put to the Court also departed widely from the facts of the case; this was 
not a responsibly administered “comfort” regime—this doctor was a mere peddler. 

** 254 U. S. 189 (1920) Id. at 194 

™ 258 U. S. 280 (1922). It is noteworthy that the medical profession itself had been urging a 
clarification of the earlier decisions by means of a test case. A special A.M.A. committee met with De 
partment of Justice officials early in 1921 to confer “as to the practicability of obtaining decisions from 
the United States Supreme Court which will remove existing uncertainties as to the meaning and applica 
tion of the provisions of the Harrison Law.” Committee on Narcotic Drugs, Council on Health and 
Public Instruction, Report, 76 A. M. A. J. 1669, 1670 (1921) is 

™ The indictment is extensively paraphrased by the Court. 258 U. S. at 286-87 

18 U. S.C. § 3731 (1952). 
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A majority of the justices, no doubt moved by the flagrant facts, which they set forth 
fully in the opinion,” ruled that the indictment was good. Three dissented tersely :" 


It seems to me wrong to construe the statute as creating a crime in this way without 
a word of warning. Of course the facts alleged suggest an indictment in a different form, 
but the Government preferred to trust to a strained interpretation of the law rather than to 
the finding of a jury upon the facts. I think that the judgment should be affirmed. 


The dissenters, besides Holmes, who wrote for them, were Justices Brandeis and 
McReynolds. 

Armed with what came to be known as the Behrman indictment, the Narcotics 
Division launched a reign of terror. Doctors were bullied and threatened, and those 
who were adamant went to prison."® Any prescribing for an addict, unless he had 
some other ailment that called for narcotization, was likely to mean trouble with 
the Treasury agents. The addict-patient vanished; the addict-criminal emerged in 
his place. Instead of policing a small domain of petty stamp-tax chisellers, the 
Narcotics Division expanded its activities until it was swelling our prison population 
with thousands of felony convictions each year.” Many of those who were caught 
had been respected members of their communities until the T-men packed them 
off.”* 

In short order, however, the Behrman ruling found a challenger. Dr. Charles O. 
Linder, after a lifetime of honorable practice in Spokane, Washington, was induced 
by one of the Division’s odious addict-stool-pigeons to write a prescription for four 
79 


small tablets of cocaine and morphine.” Several agents thereupon descended on his 


office, conducted a rowdy search, and dragged him off to jail."° He was indicted in 
the Behrman form, convicted, sentenced, and lost on his appeal to the Circuit Court 


of Appeals." But he carried the fight on to the Supreme Court, where he was com- 


pletely vindicated.” The opinion, unanimous this time and written by Justice 


McReynolds, set forth what is still the controlling interpretation of the Harrison 


Act :*4 


14 558 U.S. at 288-89 

7° Id. at 290. 

™ See Manning v. United States, 247 Fed, S00 (8th Cir. 1923); Hobart v. United States, 299 Fed. 
984 (6th Cir. 1924); Simmons y. United States, 300 Fed. 321 (6th Cir, 1924) 

"7 A 192% census of federal prisoners (in federal institutions) revealed that in this heyday of Prohi- 
bition, there were two prisoners serving sentences for narcotic-drug-law offenses for every one .incar- 
cerated for a liquor-law violation. The former constituted one-third of the total prison population (2529 
out of 7138). SCHMECKEBIER, of. cit. supra note 62, at 143 

™ See TerRRY AND PELLENS, of. cit. supra Note 2, c. & 

™ Dr. Linder claimed she had told him only that she was in great pain from a stomach ailment 
and her regular physician was unavailable; she said she had disclosed that she was an addict. Transcript 
of Record, Linder v, United States, 268 U. S. § (1925) 

"See Motion to Quash Search Warrant, Transcript of Record, Linder v. United States, 268 U. S. 5 
(1925) 

"Linder v. United States, 290 Fed. 173 (oth Cir. 1923 

*® Linder v, United States, 268 U. S. § (1925). 

"" Id. at 18 (emphasis added) 





Laws anp ENrorcEMENT Po.icirs 123 


The enactment under consideration levies a tax, upheld by this court, upon every person 
who imports, manufactures, produces, compounds, sells, deals in, dispenses or gives away 
opium or coca leaves or derivatives therefrom, and may regulate medical practice in the 
States only so far as reasonably appropriate for or merely incidental to its enforcement. 
It says nothing of “addicts” and does not undertake to prescribe methods for their medical 
treatment. They are diseased and proper subjects for such treatment, and we cannot 
possibly conclude that a physician acted improperly or unwisely or for other than medical 
purpose solely because he has dispensed to one of them, in the ordinary course and in 
good taith, four smal] tablets of morphine or cocaine for relief of conditions incident to 
addiction. 


The Court warned that its opinions in the Webb and Jin Fuey Moy cases should 
be narrowly limited to the facts there involved, and then it dismissed the Behrman 


case (and blasted at the Behrman indictment) in the following strong disclaimer: 


This opinion related to definitely alleged facts and must be so understood. ... The 
opinion cannot be accepted as authority for holding that a physician who acts bona fide and 
according to fair medical standards, may never give an addict moderate amounts of drugs 
for self-administration in order to relieve conditions incident to addiction, Enforcement 
of the tax demands no such drastic rule, and if the Act had such scope it would certainly 
encounter grave constituuonal difficulties. 


Sut by 1925, it was too late to change the pattern. The trick had worked. The 
doctors had withdrawn, and they never permitted the addict to reapproach them.”® 
The peddler had taken over, and his profits soared as enforcement efforts reduced his 
competition and drove his customers ever deeper into the underworld, where they 
were easy prey. It is significant that the present-day regulation of the Narcotics 


Bureau advising doctors of their rights in dealing with addicts blithely ignores what 


6 


the Supreme Court said in the Linder case"® and still paraphrases the discredited 


language of Webb v. United States :*' 

An order purporting to be a prescription issued to an addict or habitual user of 
narcotics, not in the course of professional treatment but for the purpose of providing the 
user with narcotics sufficient to keep him comfortable by maintaining his customary use, 
is not a prescription within the meaning or intent of the Act; and the person filling such 
an order, as well as the person issuing it, may be charged with violation of the law. 


Simultaneously with its campaign to cut the addict off from recourse to medical 


help, the Narcotics Division launched an attack on him along another line as well. 


He was portrayed as a moral degenerate, a criminal type, and the public was told 
that he could only be dealt with by being isolated from all normal contacts with 
society; if left at large, one of his main preoccupations was allegedly contriving ways 
to induce others to share his misery by becoming addicted themselves. In short, he 

"* 7d. at 22 (emphasis added). 

"In other words, a physician treating cases of this nature is not safe from unwarranted indictment 
and may be called upon at any ume in court to prove his innocence to the detriment of his socal, pro 
fessional, and economic standing. ...") Terky aNp PELLENs, op. cit. supra note 2, at 771 


** Linder v. United States, 26% U.S. § (1925). 
*TU. S. Treas. Dep't, Bureau of Narcotics Reg. 5, art. 167 (1949), 26 C. F. R. § 151.167 (1949) 
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* A formal action taken by the American Medical 


should be caught and locked up.” 
Association in 1924 is still cited as official concurrence by the doctors in this view 
point.” But it is more likely that here, also, the zeal of the enforcement authorities 
led them to overstretch the limits of reasonable interpretation, 

At its annual meeting in 1919, the House of Delegates of the American Medical 
Association had passed two resolutions, one calling on the Commissioner of Internal 


Revenue to organize a nation-wide conference “with a view to controlling the traffic 


in and harmful consumption of narcotic drugs,” and the other creating a special 


four-man committee to study the entire situation and report back to the House.” 


The latter committee reported the following year, recommending, inter alia, that 
heroin be totally eliminated from all medical preparations and use, and that “the 
ambulatory treatment of drug addiction . . . be emphatically condemned.”! The 
committee was referring to the prescribing of drugs to addicts for self-administration 
at the addict's convenience and out of the doctor's supervisory control. The word 
“ambulatory,” however, also implied being physically at liberty instead of hospitalized 


or imprisoned, The text adopted by the 1g24 resolution was :* 


Your committee desires to place on record its firm conviction that any method of treat 
ment for narcotic drug addiction, whether private, institutional, official or governmental, 
which permits the addicted person to dose himself with the habit-forming narcotic drugs 
placed in his hands for self-administration, is an unsatisfactory treatment of addiction, 
begets deception, extends the abuse of habit forming narcotic drugs, and causes an increase 
in crime. Therefore your committee recommends that the American Medical Association 
urge both federal and state governments to exert their full powers and authority to put 
an end to all manner of such so-called ambulatory methods of treatment of narcotic drug 
addiction, whether practiced by the private physician or by the so-called “narcotic clinic” or 
dispensary. 

In the opinion of your committee, the only proper and scientific method of treating 
narcotic drug addiction is under such conditions of control of both the addict and the drug, 
that any administration of a habit-forming narcouc drug must be by, or under the direct 
personal authority of the physician, with no chance of any distribution of the drug of 
addiction to others, or opportunity for the same person to procure any of the drug from 
any source other than from the physician directly responsible for the addict’s treatment. 


The doctors, thus, were saying that the administering and dispensing of drugs ought 
to be strictly controlled by themselves. ‘The authorities, however, twisted this to 


"* Sec, eg., U. S. Treas. Dep't, Pro-Mim, No. 217, Oct. 19, 1921 (quoted in Terry anp PELLENS, 
op. cit. supra note 2, at §48): “This Bureau has never sanctioned or approved the so-called reductive 
ambulatory treatment of addiction, however, for the reason that where the addict controls the dosage 
he wall not be benefited or cured. Medical authorities agree that the treatment of addiction, with a 
view to effecting a cure, which makes no provision for confinement while the drug is being withdrawn 
is a failure, except in a relatively small number of cases where the addict is possessed of a much greater 
degree of will power than that of the ordinary addict.” 

"’ See Bureau or Narcorics, U. S. Treasury Dep't, MemMoranpum ReGarpinc Narcoric CLInics 
Turin History ann Hazarps 4 (1938), Bureau or Narcotics, U. S. Treasury De'r, Narcorie 
Cunics ty THE Unirep Srares 2-3 (1955); ANSLINGIR AND TOMPKINS, op. cit. supra note 12, at 275 

*’ See American Mepicat Association, Actions or THE House or DerLecares aND Boarp ot 
Trusrees CoNceERNING Narcotics anp Narcotic Appicrion 2 (1956) 

** Committee on the Narcotic Drug Situation, Report, 74 A. M. A. J. 1324, 1328 (1920). 


*? AMERICAN MEDICAL ASsociATION, of. cif. supra note go, at 7-% 








Laws AND ENFORCEMENT Po ticies 125 
5 


mean that addicts undergoing treatment ought to be strictly controlled by the 
authorities—i.¢., incarcerated.”* 

The reference to “narcotic clinic” in the last quotation requires explanation. 
Between 1912 and 1923, a substantial number of medical men and public health 
officials tried to counter the assaults being made on narcotic addicts by the establish- 
ment of private or public-sponsored narcotics dispensaries. These varied widely 
in the details of their operation and the quality of their programs, but their aim 
was to provide a controlled supply for addicts who suddenly found themselves cut 
off by the new federal statute and the Treasury Department's vigorous enforcement 
campaign. In some instances, the clinic personnel tried to rehabilitate applicants and 
effect cures; but the main emphasis was on meeting the immediate needs of addicted 
persons who would otherwise be driven into the developing illicit market or end up 
in prison. Such institutions were opened in some forty cities throughout the coun 
try,’ and some, at least, were acknowledged by contemporary observers to be suc 
cessful,”’ though it is charged that some quickly degenerated into simple peddling 
operations, distributing drugs haphazardly to all applicants. 

The clinic experiments, good and bad alike, came to an abrupt end in the early 
1920's, however, when Treasury agents closed on them, threatening federal prosecu 
tions.”® Many details of these experiments and their history are now obscured. 
Treasury spokesmen, echoed by United States Public Health Service officers, have 
missed no opportunity to attack the clinic concept as impracticable, immoral, and 
7 


downright subversive.”* Since 1923, there has been no attempt to revive any public 


facility for the treatment of addicts on an out-patient basis. The federal hospitals at 


Lexington, Kentucky, and Fort Worth, Texas, authorized in 1929,"" are admirable 


*® Some of the doctors added to the confusion. See, ¢.g., Committee on Narcotic Drug Addiction, 
American Public Health Association, Report, 11 J. Am. Pus, Heaurn Ass'n 1066 (1921) (quoted in 
TERRY AND PELLENS, op. cit. supra note 2, at 897): “The group of addicts variously spoken of as criminals, 
degenerates, and feeble-minded is unwilling and unable to cooperate in the necessary treatment, and 
should be kept under official control. In the opinion of your Committee, the control of this group is 
essentially a police problem.” But cf. Collins, Report of the Committee on the Drug Evil, in Pro 
CERDINGS OF THE THIRTEENTH ANNUAL CONFERENCE OF THE New York Srare Associarion or MAGisrraTrs 
(1922) (quoted in Terky AND PELLENS, op. cit. supra note 2, at 457): “. . . one cannot conceive of a 
situation that would enable a Federal prohibition commissioner or an internal revenue collector to substi 
tute their rulings for an act of Congress, to supersede the powers of Congress and legislative enactment 
which must necessarily receive the approval of the President, and which would even then be open 
to serious question, if forbidding treatment under certain conditions, as to constitutionality in infringing 
on the power reserved to states, Yet, it may be said, that the effect of the rulings has gone almost to 
this extent.” 

** See Comment, supra note 14, at 784 (1953); Hearings, supra note 6, pt. 5, at 1870 

*° See Terry AND PELLENS, op. cit. supra note 2, at &50-76. 

*° Dr. L. M. Powers, Health Commissioner of Los Angeles (quoted in Terry anp PeLLeNs, op. cit 
supra note 2, at 875): “I have not been able to realize the actual purpose of the closing of our clinic 
for there has been some unseen motive prompting much opposition to clinics which I have not been 
able to comprehend.” See Stevens, supra note 2, at 43; Hearings, supra note 6, pt. 5, at 1459 n. J 

*? See, e¢.g., testimony of Commissioner Anslinger, Hearings, supra note 6, pt. 1, at 44-47; Senate 
Committee on the Judiciary, Treatment and Rehabilitation of Narcotic Addicts, 8. Rev. No. 1&50, 84th 
Cong., 2d Sess. 2-11 (1956); Hearings before the Senate Special Committee to Investigate Organized 


Crime in Interstate Commerce, 82d Cong., 1st Sess., pt. 14, at 224% (1951) 


°* 45 Star. 1085 (1929), 42 U. S. C. § 257 (1952) 
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centers for withdrawal and rehabilitation of federal-prisoner addicts and those who 
submit voluntarily for treatment; but both are dedicated to the principal of absolute 
isolation as a sine qua non of therapy.” 

In the early thirties, a doctor in Seattle opened a private clinic to furnish narcotic 
drugs to addicts. He observed the crucial distinction between direct administration 
to each patient, and prescribing or dispensing in quantity so that the drugs might be 
overindulged or resold; he administered directly only. But he promptly attracted 
the attention of the Narcotics Bureau. He was first indicted in May 1934 and was 
acquitted after a full jury trial.'°° Thereafter, he continued his operations under 
the hostile surveillance of Narcotics Bureau agents, who made a second case against 
him, resulting in another indictment, in November 1935. This time, he was convicted, 
sentenced to seven years, and fined $10,000. Subsequently, pending his appeal, 
which resulted in affirmance,'”’ he gave bond and sought to continue his clinic opera 
tion. The Narcotics Bureau countered,'’? however, by ordering his wholesale 


suppliers to refrain from selling narcotic drugs to him. He brought an action in the 


District of Columbia courts, to enjoin the Commissioner from thus interfering with 


his activities—and it was only when he lost the first round of this collateral skirmish, 
being denied a temporary restraining order,'®* that he gave up the fight. He went to 
the McNeil Island Penitentiary in June 1937, and in 1938, the State of Washington 
Department of Licenses revoked his medical license.'°* 

Year after year, the pattern remained the same. Addicts and small-fry peddlers!” 
were arrested by the thousands;'”* the traffic prospered; and the overlords at the 


*’ At Lexington, the state antiaddiction law is used to compel voluntary patients who have left once 
against advice to submit to virtual imprisonment if they seek readmission: they must plead guilty in the 
local Kentucky court, where they usually receive a one-year sentence, suspended on condition they remain 
in the hospital until released. See Comment, supra note 14, at 776 n. 151. 


'? United States v. Ratan, 7 F. Supp. 4g1 (W.D. Wash. 1934). See also ANsLINGER AND Tomp 


KINS, OP. cil, Supra Note 12, al 135 
* Ratigan v. United States, #8 F. 2d gtg (oth Cir. 1937), cert. demied, 301 U. S. 705 (1937). 
'"2'The Bureau's report of the matter states that even after his conviction, Dr. Ratigan remained 
“unregenerate” by indicating his intention to continue supplying addicts with drugs. ANsLINGER AND 
TOMPKINS, op. cit, supra Note 
relationship between his Bureau and members of the medical profession as follows: “There is complete 
cooperation and a feeling of confidence between the enforcement officer—he does not act like a policeman, 


in other words. He is more in the nature of a fatherly adviser .. Now and then you will find there 


12, at 135-36. Commussioner Anslinger has recently characterized the 


#» 


is a weak link probably in a State; the addict gets to know a doctor who will issue prescriptions without 
making too close an examination, . . . But he does not go too far. We always catch up with him 
very quickly, and certainly he is brought to heel very quickly.” Hearings, supra note 6, pt. 1, at 38. 

*"* See Remarks of Hon. John M. Coffee, 83 Conc. Rec. 2606 App. (1938). 

* Official interest in Ratigan apparently continues: “His license has been revoked, and he has taken 
the medical board into court several times, I am sure he will not get his license back.” (Emphasis 
added.) Testimony of Commissioner Anslinger, Hearings, supra note 6, pt. 5, at 1437. 

“Now, we often find the courts will say, ‘Well, now, I have here this poor drug addict. He only 
peddles to take care of himself.’. Well, I hope the honorable Senators are not taken in with that sort 
of thing, because that addict will peddle a capsule or he will peddle a kilo or a thousand ounces or a ton 
if he can. Now, 70 percent of those we send to prison are addicts.” Testimony of Commissioner 
Anslinger, id., pt. 1, at 40. 

°° Between 1947 and 1954, the percentage of the total federal prison population sentenced for 
narcotics violations rose from g°/ to 15.7°4; the combined federal, state, and local authorities made a 
total of 23.365 arrests for narcotics offenses in the latter year. Sce id., pt. 1, at 12, 14. As of June 30, 
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top of the illicit operations never got near “the stuff” and were rarely brought to 
account.'** This fantastic black market, where smuggled drugs brought thousands 
of times their intrinsic value, remained an exclusively American phenomenon, playing 
its part, along with bootlegging, in the rise of gangsters and the emergence of big 
time organized crime. 

In 1951, the Kefauver Committee turned its attention to narcotics and mari 
juana,'’* causing a flurry of public apprehension. It was alleged that drug addic- 
tion was on the increase and had captured school children and teen-agers.'’® In this 
atmosphere, the Narcotics Bureau announced that stiffer penalties, harsher repression, 


0 


and more law-enforcement efforts were the answer.''’ Dozens of “tough” measures 


were introduced in the Eighty-first Congress by lawmakers vying for public approba 
tion as saviors in the face of this exaggerated menace.""! 

The bill which eventually became law was the offering of Congressman Hale 
Boggs, of Louisiana. Its chief feature was mandatory minimum sentences, applicable 
to all narcotic drug offenses, and graduated as follows: first conviction, two to five 
112 


years; second, five to ten years; and third, ten to twenty years. For second and 


subsequent offenses, the judge was prohibited from suspending the sentence of 
granting probation. This measure was opposed by the American Bar Association,''* 
and it has reportedly been ignored or defied by sentencing judges in a significant 


number of cases where the defendants before them seemed to merit less than the 


prescribed minimum punishment. But the popularity of vindictive attitudes towards 


anyone related to the “dope menace” evoked responses in state legislatures as well, 
and a number of jurisdictions have emerged with “little Boggs Acts.”""' 
In the same wave of popular interest, new legislation was enacted in a number 


of jurisdictions providing for the compulsory treatment—in confinement—of ad 


1955, federal prisoners serving time for narcotics and marijuana offenses numbered 3,241, or 14.9°%; the 


only category of offense accounting for more tederal prisoners was motor-vehicle theft (21.5°%). See 
U. S. Dep’r or Justice, Feptrat Prisons, 1955, 62-63 (1956 

197 See Senate Special Committee to Investigate Organized Crime in Interstate Commerce, Final 
Report, 8. Rep. No. 725, 82d Cony., ist Sess., 31-33 (1951) 

*°" See Hearings before the Senate Special Commitice to Investigate Organized Crime in Interstate 
Commerce, 82d Cong., st Sess. pt. 14 (1951) 

*°* Senate Special Committee to Investigate Organized Crime in Interstate Commerce, supra note 107, 
at 27. Cf., Gerrity, The Truth About the Drug Menace, Warper's Magazine, Feb. 1952, pp. 27-41 

"" See Hearings, supra note 108%, pt. 14, at 426-32. Cf. McCarthy, A Prosecutor's Viewpoint on 
Narcotic Addiction, Fed. Probation, Oct. 1943, p. 23 (reprinted and distributed by the Federal Bureau 
of Narcotics in 1945) 

) Eig., H. R. 1552, 1782, 2340, 2645, 3539, 3623, 4140, 4449, 4512, 4593, 4622, 4642, 
1702. Several of these measures invoked the death penalty, and one (H.R. 4512) proposed the following 
“Jail sentences for convicted offenders who are the overlords and chief beneficiaries of said 


and § 


for enactment: 
dope and narcotic trafic shall be increased to a maximum of one hundred years 

43 Act of Nov. 2, 1851, 65 Srar. 767, 21 U. S. C. § 174 (1952); cf. 68A Srar. 860, 26 U.S. C 
§ 7237 (Supp. Ill, 1956) 

8 AmeRICAN Bar AssociATION COMMISSION ON OrnGANIZED Crime, Orcanizen Crime ann Law 
ENFORCEMENT 53-55 (1952); Commission on Organized Crime, Report, 76 A, B. A. Rep. 387, 411 (1951). 

*"* See Tables, “Narcotic and Marihuana Penalties in the Various States," Hearings, supra note 6, 
pt. 1, at 300-01 (App.); Comment, supra note 14, at 770. Cf. Anslinger, The Federal Narcotic Laws, 6 


Foop Druc Cosm. L. J. 743, 748 (1951) 
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dicts.''” Addiction has been made a crime per se in several states.''® In nearly every 


instance, however, the result has been merely to provide another statutory weapon for 
use against addicts, permitting apprehension and imprisonment without the formality 
of making a case on possession or sale.'!* 

In February, 1955, the House of Delegates of the American Bar Association passed 
a resolution urging Congress “to undertake a re-examination of the Harrison Act, 
its amendments, and related enforcement and treatment policies and problems.”'™* 
On March 18, 1955, the Senate adopted S. Res. 67, which authorized a subcommittee 
of the Senate Judiciary Committee to make such a study. This subcommittee, under 
the chairmanship of Senator Daniel, toured the country, hearing hundreds of wit- 


19 Enforcersent officers— 


nesses and amassing thousands of pages of testimony. 
attorneys general, states’ attorneys, sheriffs, and police chiefs in some 2500 com- 


munities—were also canvassed by questionnaire. 

The subcommittee’s conclusions were submitted in a nine-page document!*® that 
reached two general conclusions: federal laws should be tougher, and the Narcotics 
Bureau should have larger appropriations. Among its specific findings were pro- 
nouncements that the current addict-population of the United States is “more .. . 
than all of the other western nations combined”; that thirteen per cent of this group 
are under twenty-one years of age; that the illicit traffic has trebled since World War 
II;'* that drug addiction is responsible for fifty percent of all crime in urban areas 


*© Congress enacted such a measure for the District of Columbia, amid much local publicity, in 1953. 
Act of June 24, 1953, 67 Svar. 77, D. C. Copr Ann. §§ 24.601 et seq. (Supp. IV, 1955). The measure 
had been signed by the President before it was discovered that the intended places of incarceration—the 
USPHS hospitals at Lexington and Fort Worth—could not be used without congressional authorization. 
Such authority was subsequently provided, Act of May 8, 1954, 68 Srar. 79, 42 U.S. C. §§ 260a, 261 
(Supp. IH, 1956), but the law has proved flagrantly deficient in other particulars, see Senate Committee 
on the Judiciary, Illicit Narcotics Problem in the District of Columbia, 8. Rev. No. 2033, 84th Cong., 
2d Sess. 3-5 (1956), and has just been revised again. Act of July 24, 1956, 70 Srar. 609. See Councir 
ov Srare GoveRrNMENTS, SUMMARY OF STATE Laws ReLatTiNG To THE TREATMENT OF Drug AppicTion 
(1953). 

"Ry. Ky. Rev. Star. §§ 218.210, 218.050 (1953); Micn. Comp. Laws § 335.154 (S@pp. 1952); 
N. J. Svar. ANN. § 30:4-123.43 (1956). 

"TA startling number of those States which have legislated against drug addiction and prescribed 
mandatory treatment have failed to provide even the minimum facilities required for treating addicts. 
California is an exception, having & State hospitals and 12 approved private hospitals for that purpose. 
New Jersey, on the other hand, which has a ‘model’ narcotics code has no facilities. In some States 
addicts may be sent to State mental hospitals, but these hospitals are not equipped to treat narcotics 
patients,” Senate Committee on the Judiciary, Laws Controlling Illicit Narcotics Traffic, 8. Doc. No. 
120, 84th Cong., 2d Sess. 45 (1956). 

"'* Proceedings of the House of Delegates, 8o A. B. A. Rep. 408 (1955). 

"* The committee's hearings, supra note 6, are published as follows: pt. 1, Washington, D. C., 
June 2, 3, and 8, 1955; pt. 2, Philadelphia, Pa., June 17 and 18, 1955; pt. 3, New York, N. Y., June 
24 and 25, 1955; pt. 4, Washington, D. C., July 12-15 and 19, 1955; pt. 5, New York, N. Y., Sept. 
19-21, 1955; pt. 6, Washington, D. C., Sept. 23, 27, and 28, 1955; pt. 7, Texas, Oct. 12-21, and Dec. 
14 and 15, 1955; pt. 8, California, Nov. 14-18, 1955; pt. 9, Chicago, IIl., Nov. 21 and 22, 1955; pt. 10, 
Detroit, Mich., and Cleveland, O., Nov. 23 and 25, 1955. 

**° Senate Committee on the Judiciary, supra note 7 

'*!'The frustrations of trying to reconcile official statistics on this subject are well illustrated by a 
comparison of the Narcotics Bureau's official report for 1947, Bureau or Narcotics, op. cit. supra note 
13, at g (1948): “The ratio of drug addicts to the general population is approximately 1 in 3,000. The 
increase in drug addicts since the cessation of World War If has not been as great as in previous postwar 
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and twenty-five per cent of the nation’s total reported crimes;'** and that drug 
addiction is “contagious”—1e., addicts spread addiction “with cancerous rapidity.” 
The subcommittee also avowed that “subversion through drug addiction is an estab- 
lished aim of Communist China,” and that the United States is, thus, “one of the 
principal targets” of a communist plot “to demoralize susceptible individuals in our 
military services and in the general population.”'** 

On the question of treatment for addicted persons, the subcommittee concluded 
that such persons sheuld first be “removed from society”; and if treatment fails, 


“ 


they must be permanently consigned to “a quarantine type of confinement or 
isolation.”"** In a second report,'’*® the subcommittee blasted what it termed “the 
so-called clinic plan for legal distribution of narcotics {to drug addicts ],"'** opining 
that the plan “is totally unworkable, completely contrary to accepted medical practice 
and theory, and would aggravate rather than solve the problem... .” Its arguments 
included the familiar assault on “ambulatory” treatment, coupled with the assertion 
that no treatment could be effective without “hospitalization or other confinement”; 
that physical administration of drugs would be impracticable because of the need for 


frequent injections, plus the mounting “tolerance” factor; that clinics would merely 


supplement, not supplant, the illicit market as a source for their addict clientele; and 


that legalizing any distributions would create new addicts, because addiction “has 
the contagious qualities of a social disease.” Any such plan would also be “in abso 
lute contradiction” to our national obligations under various treaty commitments, 


would conflict with state laws, and would, in sum, be “a complete turnabout in our 


periods,” with Senate Committee on the Judiciary, supra note 7, at 2: “In spite of the fact that Federal 
officials have done all within their power under present handicaps and with limited personnel, the illicit 
drug traffic has trebled in the United States since World War If, Addicts were in the ratio of 1 to 
1,000 persons at the end of World War II. At the present time, the incidence is about 1 to every 
3,000 persons... ." (Emphasis as in original.) 

82 Ror the period January-June 1956, reported major crimes totaled 804,183 in areas of the United 
States classified as urban, and 147,776 for the rural areas 27 FBI, U. S. Dep'r or Justice, Uni 
rorM Crime Reports For tHe Uniteo Srares 5 (1956). If the senate committee's figure of 60,000 
addicts in the United States is accurate, see note 7, supra, and the quoted percentages are unexaggerated 
each addict must be commutting, on the average, slightly more than one felony per month. Further 
more, half the urban crimes, following the F.B.I. classification, are considerably more than a fourth 
of the total. Accordingly, the figures are difficult to rationalize precisely on any basis. 

*#8 Senate Committee on the Judiciary, supra note 7, at 2-4 

we ig, at < 

*¥° Senate Committee on the Judiciary, supra note 97. 

'*° The subcommittee devoted a part of one day, see Hearings, supra note 6, pt. 5, at 1310 ef seq 
to statements from witnesses known to be critical of Narcotics Bureau policies, including Dr. Hubert S 
Howe (see Howe, 4 Physician's Blueprint for the Management and Prevention of Narcotic Addiction, 
55 N. Y. S. J. Mepicine 341 (1955), Judge Jonah J. Goldstein, Dr. Andrew A. Eggston (see Berger and 
Eggston, Should We Legalize Narcotics, Coronet, June 1955, p. 30), Alden Stevens (see Stevens, supra 
note 2) and Dr. Herbert Berger (see Berger, The Richmond County Medical Society's Plan for the 
Control of Narcotic Addiction, 56 N. Y. S. J. Meptcine 888% (1956)). Some of this testimony suggested 
legalizing distribution of drugs to addicts, and some of it referred to narcotics clinics as a mechanism to 
effect such distribution. At the subcommittee’s first hearing, one of its members had characterized the 
sponsors of such proposals as “bleeding hearts who are acting through sympathy for the poor addict 
and the chairman admitted that “it might be a little difficylt for sorme of us to keep completely open 


mind on the subject Hearings, supra note 6, pt. 1, at 44, 46 
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present policies and programs.” Finally, to clinch the argument, the subcommittee 
affirmed its belief “that it would be absolutely immoral to give in to drug addiction 
and help perpetuate such pitiful conditions for the individual human being.”!*7 

The subcommittee offered a number of legislative proposals, which became law 
without significant opposition in the last days of the 84th Congress.’** Without 
further distinguishing addicts from traffickers, the new laws raise the assessable fine 
for all narcotics offenses to $20,000'** and increase the mandatory minimum sentences 


to two, five, and ten years for successive offenses in the possession, prescription, 
and registration categories,'®’ while first sale, transfer, and smuggling offenses carry 
a minimum sentence of five years, which increases to ten years for all succeeding 
offenses.’*! Special penalties apply to any sale or transfer by an adult 
under eighteen: for any such offense, the minimum sentence is ten years; and if 
the drug is heroin, the court may impose life imprisonment or the jury may direct 


132 : 
toa person 


the imposition of a sentence of death.” 


The new law directly outlaws heroin'® 
visions to make the police work of the Narcotics Bureau easier. Customs and Nar- 
cotics Bureau agents may carry arms and may make arrests without a warrant on 


* and contains a miscellany of special pro- 


belief that a drug-law offense has been committed.’*° Search warrants issued in con- 
nection with alleged narcotics offenses may be served at night under certain cir- 
cumstances.'** In narcotics cases, unlike other federal prosecutions, the Government 


may appeal from pretrial orders suppressing evidence,'*’ while testimony may be 


#87 Senate Committee on the Judiciary, supra note 97, at 3-7, 10-12. The Committee explained the 
intensity of this diatribe by noting that controversy over such proposals “was actually impeding law 
enforcement and efforts to improve and expand existing programs for the treatment and rehabilitation 
of drug addicts.” Id. at 2. 

** Pub. L. 728, 84th Cong., 2d Sess., approved July 18, 1956, 70 Svat. 567 (1956). See 102 Cona. 
Ree, 8118-53, 8380-97 (daily ed. May 25 and 31, 1956). 

"2° Pub. L. 728, 84th Cong., 2d Sess. §§ 103, 105-106, 108, 70 Srav. 568-69, 570-71, §71, 572 
(1956). The maximum had previously been $5000. ‘These are not mandatory fines, but they do vest 
sentencing judges with ample power to tax the profits of the trafficker when an offender from the high 
profit echelons is convicted, as cumulative sentencing on multiple counts affords great flexibility. 

"Id. § 103, 70 Srav. 568 (1956). Corresponding maxima are 5, 10, and 40 years. 

'! Ibid. Moreover, suspension of sentence, probation, and parole—forms of remission of punishment 
potentially available to all other federal offenders—are expressly made unavailable to all but first 
offenders in the possession, prescription, and registration categories. Ibid. 

**? Barly proponents of this feature neglected this distinction between adult and minor offenders, see, 
ex. S. 1702 and H. R. 1782, 82d Cong., ist Sess. (1951), and would, accordingly, have subjected the 
latter as well to the inescapable minimum sentences contemplated by the legislation. 

*** Pub. L. 728, 84th Cong., 2d Sess. § 107, 70 Srar. §71 (1956). 

“1d. § 201, 70 Svar. 572 (1956). Substantially the same result has been obtained by refusing 
all import and manufacturing licenses for heroin, so that there has been no legitimate supply available in 
the United States since 1925. See MAauRER AND VOGEL, op. cit. supra note 1, at 55. 

© 1d. § 104, 70 StaT. 570 (1956). 

1d. & 201, 70 Srav. 573-74 (1956). 

**" Ibid. This would have been a sound amendment of the procedure affecting all federal prose- 
cutions, and bills to accomplish the broader purpose have been pending in every Congress since the 
fist. See, eg., S. 2060, 82d Cong., 2d Sess. (1952); S. 136 and H. R. 7404 (passed by the House 
of Representatives, June 7, 1954), 83d Cong., 2d Sess. (1954); H. R. 316, 84th Cong., 1st Sess. (1955). 
The Department of Justice requested consideration of the broader measures, but to no avail. See, 
Senate Committee on the Judiciary, The Narcotic Control Act of 1956, S. Rep. No. 1997, 84th Cong., 
ad Sess. 19 (1956). 
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compelled from witnesses, despite the plea of self-incrimination, by means of a special 


immunity grant.'** Drug users and drug-law offenders are required, fatuously per- 
haps, to disclose themselves, register, and obtain a special certificate upon entering 
or departing from the United States'’ (in peril of a penalty provision that is any 
thing but fatuous, however: one thousand dollar fine and minimum one-year sen 
tence). Drug addiction and drug-law violation are made grounds for deportation 
under the Immigration and Nationality Act.""" And to add the ultimate com 
pounding of penalties, the new law creates a separate category of offenses (minimum 
two-year sentence and five thousand dollar fine) based on the use of communication 
facilities “in committing or in causing or facilitating the commission of, or in at 
tempting to commit” any drug-law offense; communication facilities include “any 
and all public and private instrumentalities used or useful in the transmission of 
writings, signs, signals, pictures, and sounds of all kinds by mail, telephone, wire, 


radio, or other means of communication”; and “each separate use of a communication 


facility shall be a separate offense... 2” 


The Daniel subcommittee epitomized its philosophy, and synthesized the pre 


vailing attitude of today’s lawmakers and law enforcers, in the concluding para 
graph of its report on the care of addicts :’* 


It should be noted that these recommendations for treatment and rehabilitation are not 
intended as a substitute for criminal confinement and punishment of those addicts who are 
convicted of law violations. They should pay their debt to society the same as non-addicts, 
and proper law enforcement and confinement in such instances will do much towards 
minimizing the narcotics traffic and addiction in the United States. 


"Pub. L. 728, S4th Cong., 2d Sess. § 201, 70 Star, 573-74 (1956). Cf. Act of Aug. 20, 1954, 
68 Svar. 745, 18 U.S. C. § 3486 (Supp. I, 1956), which permits such immunity grants, with rigid 
safeguards, in certain cases affecting the national security. The enforcement officials also sought authority 
to tap telephones in narcotics cases, but this was deleted when the bill reached the Senate. 

**” Pub, L. 728, 84th Cong., 2d Sess. § 201, 70 Star. §73-74 (1956). The Treasury Department 
protested—to no avail—that this provision “would impose enforcement responsibilities on the Depart 
ment which it could not feasibly carry out.”” Senate Committee on the Judiciary, supra note 137, at 24. 

**° Pub. L. 728, 84th Cong., 2d Sess. § 301, 70 Star. §75 (1956). 

74 Id. § 201, 70 Strat. 572-73 (1956). 

**8 Senate Committee on the Judiciary, supra note 97, at 21. 





AN ALTERNATIVE SOLUTION TO THE 
NARCOTICS PROBLEM 


Husert S. Howe* 


Although the history of narcotic drug use is long, indeed, in this country, we 
naturally think of it in the light of conditions that have developed since the passage 
of the Harrison Act in 1914.’ This act, as subsequently amended, together with the 
court decisions and administrative directives that have interpreted it, have created the 
environment of addiction as we know it today. 


These Federal regulations embody a philosophy of approach to the problem of drug 
addiction, First, it reflects the view that it is possible to stop the spread of drug addiction 
by prohibition of the drug. Deprivation of the drug is to be accomplished by stopping 
supply. Secondly, it reflects a punitive approach in that stiff penalties are to act as a 
deterrent. Thirdly, by virtue of possession or of selling the drugs, the drug addict is 
regarded as a criminal. Among violators of the narcotic laws no distinction is drawn 
between addicts and non-addicts, Fourthly, it exercises rigid control over the physician 
in the practice of medicine. It makes the physician responsible for administration of the 
drug; but it sets down medical opinions on prognosis and dictates the kind of treatment in 
statutes, The Harrison Act itself did not attempt to deal with the problems of the addict; 
it attempted only to regulate the flow of narcotic drugs. The interpretations of the act, 
however, have altered what appears to have been the original intent of the measure in such 
a way that it is now difficult for physicians to render medical care to narcotic addicts 
except under carefully prescribed circumstances.* 


Under these circumstances, few are familiar with the problem of addiction, and 
impressions are often second-hand. Not surprisingly, therefore, at least two important 
misconceptions have gained rather widespread currency and have, to a greater or 
lesser extent, conditioned popular attitudes toward addiction. The first of these 


misconceptions is that addicts under the influence of narcotic drugs are vicious and 


abnormal in their conduct—the stereotyped “drug fiend”—a notion probably de 
rived from fanciful pulp stories, and seemingly fortified by observation of the bizarre 
effects of overindulgence in alcohol. It is common knowledge, of course, that the 
behavior of the alcoholic is abnormal when a sufficient concentration of alcohol is 
reached in his blood; his reactions are natural and normal only when he is without 


* A.B. 1908, A.M. 1909, University of Denver; M.D. 1912, Columbia University. Chairman, Sub- 
committee on Drug Addiction, New York Academy of Medicine; Chairman, Subcommittee on Treat- 
ment of the Committee on Narcotics Among Teen-Age Youth, Welfare and Health Council of New 
York City. Clinical Professor of Neurology, Columbia University, 1936-53. Author, Narcorics anp 
Youru (1953), Trearmenr or Wrruprawat Symproms or Persons Appicrep ro Narcoric Drucs 
(1954), and various works on neurology and psychiatry. Contributor to medical periodicals. 

With deep regret, the editors of Law and Contemporary Problems record the death of Dr. Howe, 
shortly before the publication of this symposium. The editors are honored in the opportunity to 
present this paper, written by Dr. Howe in the closing months of his life—the product of his rich 
experience and his intimate interest in problems of narcotics addiction and its treatment. 

* Act of Dec. 17, 1914, ¢. 1, 38 Srat. 785, 26 U.S. C. §§ 4701-36 (Supp. Ill, 1956) 

* Subcommittee on Drug Addiction, New York Academy of Medicine, Report on Drug Addiction, 41 
Butt. N. Y. Acap. Mep. §92, 596 (1955). 
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it. Many, accordingly, assume that the same is the case with narcotic drugs; but 
nothing could be farther from the truth—in fact, the situation is just the reverse. 
When he has a sufficient concentration of narcotic drugs in his blood, then and 
only then is the addict normal and comfortable; when he is without them, he is in 
acute pain and will go to any necessary length to obtain them to relieve his suffering. 

The other popular misconception is that the use of narcotic drugs necessarily 
warps the personality of the user and produces criminal tendencies. The demonstrable 


fact is, however, that it is not narcotic drugs themselves, but rather their exorbitant 
black-market cost that forces most addicts into criminal pursuits. It is significant, 
for example, that those addicts who can afford the high prices usually do not engage 
in crime and are, thus, unknown to the courts. This has been attested by Judge 
Jonah J. Goldstein, of the New York Court of General Sessions, who recently 
observed: “In the twenty-four years of my judicial service, | have never had a rich 
narcotic user brought before me, nor have I heard of a rich narcotic user being 
brought into the court before any other judge.”* Thus, while the addict must assume 
the responsibility for having foolishly, ignorantly, o accidentally contracted a 
devastating habit, the public must accept responsibility for having, through a punitive 
complex of law and regulations, classified him as a criminal and driven him into a 
life of crime. 

Any philosophy of narcotic drug control that tends to foster misconceptions such 
as these quite obviously cannot come squarely to grips with the problem of addiction 
—and this has been amply demonstrated by our dismal forty-two years’ experience 
under the Harrison Act. The plain fact of the matter is, of course, that addiction is 
a disease, both medical and social in etiology—as has been recognized in virtually all 
western countries—and we cannot successfully combat it until we acknowledge and 
treat it as such. 

The medical and social aspects of addiction are quite extensively discussed else 
where in this symposium, and the rationale and operative effectiveness of extant 
narcotic drug control legislation, both here and abroad, are searchingly analyzed." 
Accordingly, the writer will not expatiate on these matters, but rather will confine 
himself principally to a brief exposition of a solution that has acquired some follow 
ing—that embodied in the recommendations of the New York Academy of Medicine 
of the myriad proposals that have been advanced for dealing with the narcotic drug 


problem, is, perhaps, the most fully rounded and carefully considered :° 


lhe Academy proposes a six-point program to achieve these objectives. It should be 
emphasized that all measures are to be instituted, not just one. 
1. There should be a change in attitude toward the addict. He is a sick person, not 


* Hearings before the Subcommittee on Improvements in the Federal Criminal Code of the Senate 
Judiciary Committee, 84th Cong., 1st Sess. pt. 5, at 1347 (1955). 
“This does not, of course, necessarily constitute an endorsement by the writer of all of the views 
that appear in this symposium. 

* Subcommittee on Drug Addiction, supra note 2, at 603-06. 
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a criminal, That he may commit criminal acts to maintain his drug supply is recognized; 
but it is unjust to consider him criminal simply because he uses narcotic drugs. 

2. The Academy believes that the most effective way to eradicate drug addiction is to 
take the profit out of the illicit drug traffic. The causes of addiction are cited as: mal- 
adjustment, underprivilege, broken home, poverty. Such conditions may well be con- 
tributory factors, but they are not of themselves the prime cause. Rather, profit looms 
large as the principal factor. 


The addict should be able to obtain his drugs at low cost under Federal control, in 
conjunction with efforts to have him undergo withdrawal. Under this plan, these addicts, 
as sick persons, would apply for medical care and supervision. Criminal acts would no 
longer be necessary in order to obtain a supply of drugs and there would be no incentive 
to create new addicts. Agents and black markets would disappear from lack of patron 
ae 
3. An integral part of the program would be medical supervision of existing addicts, 
with vigorous efforts toward their rehabilitation. No particular philosophy of stamping 
out drug addiction . . . has an exclusive proprietary of rehabilitation. Whatever the 
method it must include a plan and operation to rehabilitate the existing addict. This 
objective carries three parts: (1) persuasion of the addict to undergo treatment and 
rehabilitation; (2) appraisal of the methods of treatment and their success; (3) supervision 
of addicts who were resistant to undergoing treatment or refractory to treatment. 

4. It is proposed that there be no relaxation in the efforts toward complete and perma 
nent elimination of the supply of illegal narcotic drugs and that provisions for suppression 
... be retained... . 


It should be emphasized that the law should draw a distinction between the addict and 
non-addict in its provision. The convicted non-addict trafficker should feel its full force. 

5. Adolescent addicts are reported to have said that they would not have taken drugs 
in the first place if they had known that they were going to become addicted. Such 
statements of youth are a strong argument for a good educational program for young 
people. The adult user, too, reports that he did not know the dangers of narcotic drugs 
when he began their use. If such reports are correct, it would appear that an educational 
program for adults as well as for adolescents is needed. 
6. One of the great difficulties in planning for a medical approach in the care and 
supervision of addicts is the lack of accurate information on their number. So long as they 
are stamped as criminals that difficulty will exist. It is a merit of the medical approach 
that by adopting the proper attitude toward them, it should be possible to study the epi- 
demiology of drug addiction and acquire information about the magnitude and patho- 
genesis of the disease. 

By means of the records accumulated at the central agency, it would be possible to 
have at all times an accurate count of the known resistant addicts in the country. .. . 


Whenever mention is made, however, of medically supervised administration of 


narcotic drugs to addicts, it is likely to evoke the response that something similar— 


clinics—was tried unsuccessfully many years ago. Much misinformation has been 


circulated concerning “the failure” of these institutions, and although no responsible 
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authority seriously advocates revival of the clinics of 1919-23, a recapitulation of 
their experience may be instructive. 

After passage of the Harrison Act, doubts as to its constitutionality stayed the 
enforcement of its prohibitory provisions by the Treasury Department for many 
years. In March 1919, however, the Supreme Court resolved the legal difficulty,® and 
a campaign against pharmacists and physicians was commenced shortly thereafter. 
The first fruit of this activity in New York City was the arrest, on April 8, 1919, 


of four pharmacists and six physicians. Within hours, hundreds of addicts, deprived 


of their regular source of supply, were besieging the Health Department for relief, 
in response to which a clinic was opened on April 10, 1919. Following suit in similar 
situations, health departments in more than forty communities throughout the 
country started narcotic clinics of their own. 

After the emergency situation was relieved, some of these clinics embarked on 
ambitious programs designed to cure physical addiction by a gradual diminution 
of the daily dose. Dr. Royal S. Copeland, Health Commissioner of New York 
City, foresaw the futility of this reduction procedure, however, and stated :" 

In a sense, every citizen, especially the practitione; of medicine, is . . . committed to 
the hopelessness of the drug addict’s fate. . . . 

The original intention in the establishment of this Clinic was to meet the urgent 
emergency of last April. It is now a clearing house, or admission bureau, preparing the 
way for the hospital treatment. ... The Clinic has given us a hold on hundreds of addicts 
who, without it, would be lost to the municipal authorities. . . 


In 1912, Dr. Charles E. Terry tried an experiment in Jacksonville, Florida, de 
signed to lessen chronic use of opium derivatives. At the time, pharmacists were 
making counter sales to addicts without prescription. In consequence of a new law, 
however, permitting a city health officer to furnish prescriptions for narcotic drugs 
free of charge to those unable to pay for them, these counter sales ceased quickly and 
completely. But with the passage of the Harrison Act, the city clinic and the issuance 
of free prescriptions were promptly discontinued. The effect was sudden and 


dramatic :* 


Immediately an illicit trafic sprang up, the price of the drug soared although the 
retail price in the drug stores remained the same, and ever since this period peddling has 
been as rife and as profitable in Jacksonville as elsewhere. 


Years later, Dr. Terry, in commenting on this experience, observed :* 


The only way that peddling will ever be controlled is through the intelligent application 
of our medical knowledge of the needs of the situation in such a manner as to make 
peddling unprofitable. By this | mean . . . that narcotic drug addicts must be supplied 

* United States v. Doremus, 249 U. S. 86 (1919). 

"Copeland, The Narcotic Drug Evil and the New York City Health Department, 26 Am. Memicine 
17, 18, 19 (1920). 

*Cuarces E. Terry anp Mitpreo Pecrens, Toe Ovium Prosiem 849-50 (1928) 

*'Terry, Narcotic Drug Addiction and Rational Administration, 26 Am. Mevicine 29, 45 (1920) 
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with the drug of their addiction until such time as successful and satisfactory treatment 
is available... . 


The Los Angeles clinic was opened on March 8, 1920, and, by order of federal 
authorities, was closed on August 17 of the same year. Shortly thereafter, Dr. 
Buchler, who had been in charge of this clinic, stated: 


From the many letters received at the time of the clinic’s last days we glean one salient 
fact, that with the clinic operating these unfortunates were able to work, and have the 
ideal of normal men to look up to. Some who came to the clinic ragged and filthy left 
it with decent clothes, a bank account, and a sense of having been a part of the machinery 
of production. Just what will become of those who prospered with the clinic is open to 
rather dismal conjecture. 

Every day since the clinic has closed there have been patients, their relatives and 
friends, come to tell us of the tragedies that followed in the wake of these addicts’ failure 
to get their morphia. Families have been broken up, men and women have lost their 
jobs, others have gone where the drug is accessible—all of this cemented together with 
suffering that takes courage to see. 


The Shreveport clinic was opened on May 3, 1919, but was discontinued, along 
with the narcotic dispensaries in New Orleans and Alexandria, by the Louisiana State 
Board of Health, after consultation with federal officials, on March 15, 1921. On the 
following day, Dr. Butler, the director of the clinic, had it reopened through the 
authority of the City Council, but it was finally closed in February 1g23—the last one 


in the country. 

Since the closing of the dispensary, Dr. Butler reports the deaths of several former | 
patients, three of these in jails in other cities, while a number of his patients have been 
sent to the state penitentiary. Of the remainder of the one hundred and one incurable 
cases, Dr. Butler continued to care for forty for about a year. The others he states were 
supplied by peddlers at $1.00 or more a grain, inasmuch as their physicians refused to 
care for them. Individuals who during the life of the dispensary were leading decent 
lives and supporting their families reached a condition of wretched poverty." 


In 1920, a committee of the Shreveport Medical Society appointed to investigate 
the clinic reported :'* 

It is significant that Dr. Butler's judicious and tactful conduct of the Clinic has 
secured for him the unqualified support and the cooperation of the Federal, State, Parish 
and City Authorities, and the State and City Boards of Health. In brief, we wish to 
express our unqualified support and approval of the Shreveport Narcotic Clinic and_ its 
systematic and effective administration by Dr. Butler. 


Narcotic clinics, such as those described above, are said to have been failures, as 
they did not cure addiction. And in this respect and perhaps others, their short- 
comings cannot be denied. Nevertheless, experience with them, short-lived though 
it was, demonstrated that many addicts, when furnished with their narcotic drug 

Terry & PELLENS, Op. cif. supra note &, at &75 


"7d. at B® 
"87d. at Ro 
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requirements at a price they could afford to pay, resumed their places in society as 
useful, law-abiding, self-supporting citizens. Can as much be said for the system 
of narcotic drug control that has replaced these “failures”? 
ee ee ee 

Against the dark record of our experience with narcouc drug addiction in the 
United States, the experience of many other western countries stands in graphic 
contrast. There, where physicians may dispense drugs to those in need of them, 
there is practically no narcotic drug black market, addicts are rarely involved in 
crime, and the almost infinitesimally small number of addicts has been steadily ce 
creasing.’* Why we have not undertaken to adapt this simple and effective method 
—in such a manner, perhaps, as has been suggested by the New York Academy 


of Medicine—has been a source of amazement to most of those who have studied 


the problem. 
One final thought should be emphasized. Under the proposals of the New York 


Academy of Medicine, narcotic drugs would be made available at low cost, under 


proper medical supervision, to carefully screened addicts whose needs, nonetheless, 


would still be most compelling. This plan would not necessarily cure addiction; but 
it would enlist the rigorous discipline of the drug on the side of law and order, rather 
than against it. 

** For a more detailed discussion of the British philosophy and practice, see Lindesmith, The British 
System of Narcotics Control, infra 138-54. 





THE BRITISH SYSTEM OF NARCOTICS CONTROL 


Avrrep R. LinpEsMITH* 


Assuming that there is some relationship between the means adopted by a country 
to control narcotic drug addiction and the dimensions that the problem’ subsequently 
assumes, a consideration of the British system of control should be instructive in light 
of the relative success of its operation. While the number of addicts in the United 
States known to the authorities has been estimated to be at least 60,000, only 335 
such addicts were reported in the United Kingdom in 1955—about one-third the 
police-estimated number of addicts in Washington, D. C., alone.” The British system 
of control—which, incidentally, is quite typical of those commonly used in Western 
Europe and quite antithetical to our own—allows the addicts to have legal, but regu- 


lated, access to low-cost drugs. 
I 


Britis Drug Laws 
British practices with respect to controlling addiction have not changed materially 
since 1920, when legislation on this subject was first enacted. This law, known as 
the Dangerous Drugs Act of 1920,*° with subsequent additions, interpretations, and 
consolidations over the years, puts addiction and the treatment of addicts squarely 


and exclusively into the hands of the medical profession. It defines the addict as a 


patient, treats addiction essentially as a disease, and makes the doctor the final judge 


as to the circumstances under and manner and quantity in which drugs are to be 
prescribed. ‘Thus, in the British Government's annual report to the United Nations 
for 1955, it is stated: “In the United Kingdom, the treatment of a patient is con- 
sidered to be a matter for the doctor concerned. The nature of the treatment given 
varies with the circumstances of each case.”* Consonant with this conception, 
there is no compulsory treatment or registration of addicts, and doctors are not 


* A.B. 1927, Carleton College; M.A. 1931, Columbia University; Ph.D. 1936, University of Chicago. 
Professor of Sociology, Indiana University. Presently on leave as a Fellow in the Law and Behavioral 
Science Program, University of Chicago School of Law. Social Science Research Council Grant, 1955, to 
study British narcotics control. Author, Optare Appiction: (1949). Contributor to sociological journals. 

* There is, of course, more than one type of narcotics problem, but when reference is made to “the 
narcotics problem” in the United States, it 1s generally understood to comprehend only the use of opiate 
drugs, such as morphine, heroin and their equivalents. Accordingly, it is with this type of drug abuse 
that this paper is primarily concerned. 

*Even if one accepts the minimum estimate of addiction given, there appear to be more drug 
users in the United States than in all the rest of the western world combined. See Senate Committee 
on the Judiciary, The Wher Narcotics Traffic, 8. Ree. No. 1440, 84th Cong., 2d Sess. 2 (1956). 

*10 & 11 Geo. 5, ¢. 46 1 

“Her Mayesty’s GovERNMENYT IN THE Untrep Kincpom or Grear Brirain AND NorTHern IReLanp, 

Reporr vo rue Unirep Narions on rue Workinc or rus INTERNATIONAL TREATIES ON Narcotic 


Drucs ror 1955, at 4 (1956) 
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required to notify the authorities when they begin to treat an addict, although they 
are encouraged to do so.* Similarly, the National Health Service Act® applies to 
addicts as to all other types of medical patients, so that the doctor who has addicts 
in his care receives compensation from the Government for treating them, and the 
drug user gets his supplies at a nominal cost of one shilling (fourteen cents) per 
prescription. But an addict securing a regular supply of drugs from one doctor 
violates the law if, at the same time, he secures drugs from a second doctor without 
informing him that he is already under treatment. The gist of the offense in such 
a Case, it is important to notice, however, is not for securing a dual source of supply, 
but rather for withholding information from the second doctor. Practitioners who 
provide such dua] supplies are, therefore, not in violation of the law. 

The act of 1920 and all subsequent laws require that all persons and firms 
handling dangerous drugs, from manufacturers and importers to pharmacists, doc- 
tors, and dentists, be licensed or authorized to do so, These persons are required 
by law to keep full and accurate records of all drug transactions and to preserve 
these records for at least two years. Records of retail pharmacies are routinely 
inspected by the police, while the records of doctors are examined by specially ap- 
pointed medical inspectors of the Ministry of Health, who are also available for 
advice on cases of addiction, Pharmacists are required to keep their drug supplies 
in locked receptacles, and doctors are urged, though not required, to do the same, 
as far as possible. A doctor is not, however, required to keep a written record of 
the drugs which he personally administers to a patient—only those which he gives 
by prescription. If he fails to keep the proper records because, for example, he is 
trying to cover up his own addiction, he is soon detected by the medical inspectors, 
because the records will show that he is receiving unusually large quantities of 
drugs not accounted for by the needs of his patients. Such a practitioner, if con- 
victed of an offense under the Dangerous Drugs Act, can be deprived of his 
authority to possess, supply, or prescribe drugs, but he cannot be deprived of his 
right to practice medicine. Among the 335 addicts reported in 1955, there were, 
incidentally, seventy doctors, two dentists, and fourteen nurses." 

There early arose, under the act of 1g20, a question of interpretation with regard 
to a regulation specifying that the doctor was authorized to possess drugs “so far as 
necessary for the practice of his profession.” The Home Office, which has general 
control over drug law enforcement, interpreted this to mean that doctors were not 
to be permitted to prescribe drugs regularly for addicts. Indeed, in a 194% memo 
randum of instructions to doctors and dentists which is still in effect, the Home 
Office called attention to the above qualification and added :* 

® See Home Orrice, MEMORANDUM as TO Duties of Doctors ano Denrisrs, Dancerous Davos Acrs 
1920-1932, at 9 (D.D. 101, 5th ed. 194%) 

*y & 10 Gro. 6, c. 81 (1946). 


7 Her Mayesry’'s GOVERNMENT, Op. cit. supra note 4, at § 
"Home Orrice, op. cit. supra note 5, at 4 para. 6. 
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... a doctor or dentist may not have or use the drugs for any other purpose than that of 
ministering to the strictly medical, or dental needs of his patients. ‘The continued supply 
of drugs to a patient, either direct or by prescription, solely for the gratification of addic- 
tion, is not regarded as a “medical need”; and in a number of cases doctors who had 
purchased drugs for the gratification of their own addiction have been convicted of 
unlawfully procuring and possessing these drugs. 


On the other hand, doctors who had previously prescribed regular supplies of 
drugs for addicted patients continued to do so after the 1920 legislation, in apparent 
contravention of the law. ‘The Home Office, although aware of this, was reluctant 
to prosecute, because the matter was felt rather to be one for the medical profession 
to consider.” As a consequence, in 1924, the Government appointed a committee of 
prominent doctors, with Sir Humphrey Rolleston as its chairman, to investigate the 
situation and make appropriate recommendations to the Home Office. The report 
of this committee, which has since guided the interpretation and enforcement of the 
law, affirmed the right of doctors to provide drug users with regular supplies of 
drugs and, in effect, defined this practice as “treatment” rather than as the “grati- 


fication of addiction” :'° 


. morphine or heroin may be properly administered to addicts in the following cir- 
cumstances, namely, (a) where patients are under treatment by the gradual withdrawal 
method with a view to cure, (b) where it has been demonstrated, after a prolonged at- 
tempt at cure, that the use of the drug cannot be safely discontinued entirely, on account 
of the severity of the withdrawal symptoms produced, (c) where it has been similarly 
demonstrated that the patient, while capable of leading a useful and relatively normal 
life when a certain minimum dose is regularly administered, becomes incapable of this 
when the drug is entirely discontinued, 


The committee also made other recommendations for the guidance of doctors 
who handle drug users, which, although lacking the force of law, exert a profound 
influence upon medical practice." ‘They include warnings that the gradual with- 
drawal method of cure should be undertaken in an institution or nursing home, 


that the patient should be in the hands of a reliable and capable nurse, that a second 


medical opinion should be secured before the decision to administer drugs in- 


definitely is made, that the quantity of drugs prescribed should be carefully con- 
trolled, and that drugs should not be administered to a new patient who requests 
them without prior medical examination and relevant information from the doctor 
who previously handled the case. 


"See DreparTMENTAL CoMMITTY£ ON MorpHine aND Heroin Appicrion, Report ro rue MINISTRY OF 
Heravru 1 (1926). 

Home Orrice, op. cit. supra note 5, Appendix A at 10. 

"If the doctor does not know of these recommendations, the liome Office may call them to his 
attention. If he does know about them and disregards them, pressure can be exerted upon him by the 
medical inspectors of the Ministry of Health and by medical bodies, such as those which administer 
the National Health Service Act. Continued recalcitrance could theoretically lead to disciplinary measures 
by a medical tribunal authorized under the regulations for this purpose. Actually, no such tribunal 


has ever been convened. 
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Concerning incurable cases of addiction the committee observed :'* 


They may be either cases of persons whom the practitioner has himself already treated 
with a view to cure, or cases of persons as to whom he is satisfied, by information received 
from those by whom they have previously been treated, that they must be regarded as 
incurable. In all such cases the main object must be to keep the supply of the drug 
within the limits of what is strictly necessary. The practitioner must, therefore, see the 
patient sufficiently often to maintain such observation of his condition as is necessary for 
justifying the treatment. The opinion expressed by witnesses was to the effect that such 
patients should ordinarily be seen not less frequently than once a week. The amount 
of the drug supplied or ordered on one occasion should not be more than is sufficient to 
last until the next time the patient is to be seen. A larger supply would only be justified 
in exceptional cases, for example, on a sea voyage, when the patient was going away in 
circumstances in which he could not be able to obtain medical advice. In all other cases 
he should be advised to place himself under the care of another practitioner 


The Home Office annually reports the number of persons known to be using 
drugs regularly. It maintains a file in which the cases are classified into two 
sections—medical and nonmedical. The former contains data concerning persons 
regularly receiving drugs because of disease, such as cancer patients; the latter, 
persons who are simply addicts—that is, persons who are receiving drugs primarily 
because they are addicted to them and not because of disease or any other medical 
condition. The figure of 335 known addicts in 1955, mentioned previously, was 
evidently secured by counting the number of cards in the nonmedical section and 
represents an increase of eighteen over the previous year.'* At latest reports, the num 
ber of cases in the medical section also numbered a little over 300—337 to be exact.'* 
The information recorded in these files is obtained from data voluntarily supplied by 
pharmacists and doctors, as well as from regular inspection of their records. 

Sceptics are likely to inquire whether the Government's figure of 335 addicts 
for a country with a population of more than fifty million people can be taken 
as any real indication of the actual number of drug users. Might there not be a 
considerable number of concealed addicts who secure their drugs entirely from 
illicit sources? Officials interviewed by the writer admitted the existence of such 
addicts but refused to estimate their number. It was said that there were drug 
peddlers and traffickers in the Soho district of London; but, it was argued, the 
extent of the traffic was quite small, even in such large cities as London and 
Liverpool, and it was practically nonexistent in other cities. It was also contended 
that this market is mainly concerned with drugs such as marijuana and cocaine, 
which are not regularly prescribed by doctors and are prohibited in the United 
Kingdom, as they are in the United States. Two medical men who were inter 
viewed estimated that there were ten unknown addicts for every one that is known 
to the authorities; but other doctors and almost all government officials who ex 


*? Home Orrice, op. at. supra note 5, Appendix A at 10 
*Sce Hrra Mayrsry’s GOVERNMENT, Op. cif. supra note 4, at § 
** Commission ON Narcotic Drevcs, Rconomic anp Soctat Councit, SumMany of ANnuat Reports o1 


SMEN 1g4o, atin (Al Pub, Sal No, 1951.X1.5) 
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pressed an opinion regarded this estimate as extravagantly high and totally un- 
reliable. 

Among the reasons for believing that the number of concealed addicts is not 
large is the fact that very few addicts are sent to prison each year. During the 
last five years, the number of addicts sent to prison for any offense whatever has 
run as follows: in 1952, there were six; in 1953, sixteen; in 1954, eleven; in 1955, 
eleven; and up to July 1956, eleven.'® These figures do not suggest the existence 
of any large number of addicts among the criminal elements. When the writer 
observed to a Scotland Yard officer that pickpockets and shoplifters in the United 
States were frequently addicted, the officer ventured the opinion that there was not 
a single addicted pickpocket in London. Probation, parole, and prison officials 
and doctors are largely unacquainted with the addiction problem from personal ex- 


perience. A police officer with twenty years’ experience outside of London. stated 


that he had encountered only one narcotics case, and it involved an American soldier 
who used marijuana. 

The black market in drugs, such as it is, appears to be very different from that 
in the United States. Thus, the 1955 government report states: “The ‘addict’ 
who is also a ‘pusher’ is unknown in the United Kingdom, though on occasions 
an addict may procure more than his own requirements in order to supply his 


ni ” 
’ 


friends. It is also stated that the black market in Britain is not “organized 


that it subsists to a considerable extent on addicts who wish to supplement their 
legally obtained dosage, and that it is supplied, primarily, by drugs unlawfully 
secured from legitimate sources—for example, from unethical or unscrupulous 
doctors. A London physician estimated that there were, perhaps, five or six such 
doctors in London, In the Government’s 1955 annual report to the United 
Nations, the following statements about the illicit traffic occur :"7 


The gradual decline in the traffic in opium, noted in the report for 1954, continued, and 
both the number of seizures of this drug, and the quantity confiscated, were the lowest 
for several years. ... Illicit production of manufactured drugs and traffic in such drugs 
obtained from illicit sources is unknown. Isolated cases of the theft of legitimately 
manufactured drugs occur very occasionally, but in 1955 no such cases were reported. 
There were, however, some instances of addicts obtaining supplies from lawful sources 
by illicit means, for example, by forged prescriptions. 


The Dangerous Drug Act of 1951 prescribes penalties as follows :'* 


Every person guilty of an offense against this Act shall, in respect of each offence, be 
liable—(a) on conviction on indictment, to a fine not exceeding one thousand pounds 
| $2,800], or to imprisonment for a period not exceeding ten years, or to both such fine 
and imprisonment; or (b) on summary conviction, to a fine not exceeding two hundred 
** Unpublished figures given the author by a Home Office official. 
‘Ter Mayesty's GOVERNMENT, Op. cif. supra note 4, at § 


TId. at 6 
"* Dangerous Drug Act, 1951, 14 & 15 Gro. 6, ¢. 48, § 
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and fifty pounds [$700], or to imprisonment for a term not exceeding twelve months, 
or to both such fine and imprisonment. . . . 


A qualification of the above is that anyone convicted for inadvertently violating 
the regulations for the dispensing of prescriptions and keeping of books cannot 
be sentenced to prison without the option of paying a fine of not more than fifty 
pounds. No mandatory penalties are prescribed; it is left to the court to fix the 
precise penalties in accordance with the circumstances of the case and the nature 
of the offense. In practice, the maximum penalties are scarcely ever applied. The 
court is also free to place the defendant on probation, and often does. A judge 
may place an addict on probation on the condition that he agree to accept treat 
ment from a doctor. 

In 1955, the actual sentences of imprisonment imposed for offenses involving 
manufactured drugs ranged from six weeks to twelve months; for those involving 
opium, from twenty-eight days to six months; and for those connected with mari- 
juana, the range was from one day to three years.’ Maximum fines for these 
categories of offenses were equivalent, respectively, to $140, $280, and $140. By 
comparison with American practice, these penalties are extremely light, and one 
might suppose that they would have little or no deterrent effect. It must be 
remembered, however, that laws carrying mild and flexible punishments are more 
likely to be enforced than those imposing harsh, inflexible penalties. 

During 1955, 184 persons in the United Kingdom were prosecuted for violations 
of the dangerous drugs laws.” Of these, 169 were convicted—seventeen for offenses 
involving opium, 115 for offenses involving marijuana, thirty for offenses connected 
with manufactured drugs, and seven because they failed to keep drugs in locked 


receptacles or did not keep proper records. Sixteen of the seventeen offenses 


involving opium were committed by Chinese, usually opium smokers, who had 


prepared or raw opium in their possession, ostensibly for smoking, a practice 
expressly forbidden by British law. Persons convicted in the marijuana cases 
were largely of Asiatic, West Indian, and West African origin, and about eighty- 
five per cent of the cases occurred in Liverpool and London. The thirty convic- 
tions involving manufactured drugs were cases where the defendants were all 
British subjects of European origin, and most of them were addicts. Their 
offenses consisted mainly of forging prescriptions or obtaining prescriptions simul 
taneously from more than one doctor. 

The nature and number of the offenses noted above gives no support to the idea 
that a considerable number of unknown addicts exists in the United Kingdom; rather, 
it supports the view of officials that the black market is of such a nature that an addict 
cannot rely on it indefinitely for his supplies. Even if he escapes arrest, it is felt 
that he will soon be forced to go to a physician. When he does, and the doctor pre 
scribes for him, his name appears on the prescription and on the doctor's register 


*® See Her Mayestry’s GOVERNMENT, Of. Cif. supra note 4, at 6-7 
2° Ihid 
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in short, he becomes a known addict. British officials are confident that if there were 
a substantial number of addicts depending upon the black market for their supplies, 
the situation would be bound to come to the attention of the law enforcement 
authorities, 

The facts as explained are bound to raise two questions in the mind of any 
American familiar with the problem of narcotics control. Why is there a black 


market at all in a country where users can obtain low-cost, legitimate drugs? And 


why do not all addicts go to physicians for their drugs? To answer these questions, 
the writer made extensive inquiries during the summers of 1955 and 1956 while he 
was in England. A doctor in Louden, who had considerable first-hand knowledge 
of addicts, said that one answer to these questions was that some addicts patronizing 
illicit sources were unaware that they could secure drugs from doctors. He urged 
a publicity campaign to inform them of this. Other addicts fear becoming known 
to the authorities and avoid medical men for that reason. Again, the responsible 
physician is apt to require, as a condition for accepting the addict as a patient, that 
he agree to cooperate in a treatment program designed to achieve a cure. The 
‘loctor may also ask the addict’s permission to inform the Home Office of his case at 
once, since the case will come to the attention of the authorities anyway as soon 
as the doctor's register is next examined. Addicts who are unwilling to accept these 
conditions may prefer to depend upon illicit sources in spite of the much higher 
costs to them. 

In order fully to understand the manner in which the drug problem is handled 
in Britain, it is necessary for an American to appreciate that the entire problem is 
given very little publicity. The Home Office officials and the police officers who 
deal with it are largely unknown to the general public. Their pictures do not 
appear in newspapers and magazines, nor are their accomplishments glorified in 
the movies and the press. The effect has been to induce the public generally to regard 
the details of medical treatment for addicts as technical matters to be settled by dis- 
cussions among experts, rather than by public debate. It has also prevented the 
public, and sometimes also journalists, doctors, and addicts, from knowing much 
about how the drug problem is actually dealt with. 


I] 
Law ENvorceMENT 
Enforcement of the British drug laws is centered in the Dangerous Drug Branch 
of the Home Office, which is a nonpolice branch of the Government exercising 
general control over police policy and cooperating closely with the police, the medical 
profession, pharmacists, and the Ministry of Health. A small narcotics squad in the 
London Police Force is assigned on a full-time basis to the narcotics problem, and 
the regular police are also empowered to arrest violators. As noted above, pharma- 


cists’ records are routinely inspected by the regular police, who report their findings 
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to the Home Office. Inquiries to doctors and inspection of their records are made 
by the Home Office and by specially appointed regional medical inspectors. If viola- 
tions of the law are suspected or discovered, the police may be brought into the 
case to conduct further investigations. If no violation of the law exists, but it is felt 
that a doctor’s handling of the case is not up to standard, pressure is apt to be exerted 
upon him through medical channels—for example, a medical inspector may call 
upon him to give advice, since that is one of the functions of these inspectors. Doctors 
are sometimes convicted of offenses involving improper prescriptions or records, for 
instance, when they are trying to cover up their own addiction. 

During the summer of 1955, the writer attended a hearing in a London mag- 
istrate’s court on the case of a London doctor charged with violating the law by 
aiding and abetting an addict in the deception of a doctor. It was established that 
the addict had received about six grains of heroin daily from each of two doctors. 
He had died early in 1955, and the cause of death at the inquest was stated to be an 
overdose of heroin. The magistrate who heard the case dismissed the charges with 


the following comment:*' 


It may well be that the patient committed an offence here. It is not for me to decide 
one way or the other, but to my mind it would make nonsense of these regulations, which 
are designed to give duly qualified medical practitioners absolute discretion as to how they 
treat their patients and the quantities of drugs they shall prescribe, if I were to hold that 
these facts amounted to an infringement of these regulations by this defendant. 

There is nothing in these regulations to which my attention has been directed which 
limits the quantities of drugs which may be lawfully prescribed by a doctor. It may well 
be that this conduct of the defendant was gravely improper. It is not for me to decide 
any such issue. 

It may be that it is a matter which may be referred to the disciplinary body of the 
medical practitioners, but I have no doubt that the prosecution have failed to establish a 
prima facie case against this defendant of aiding and abetting another person to be in 
possession of this dangerous drug and I therefore dismiss the information. 


During the course of the hearings on this case, a woman who was said to have 
been an addict in the past appeared as a witness. She stated that she was now re- 
spectably employed and was no longer an addict and asked that her name be with- 
held. When she appeared on the witness stand, her name was, accordingly, written 
on a slip of paper and handed to the magistrate, but was not mentioned publicly. 
This incident is representative of the attitude generally taken toward drug users. The 
public attitude may best be described as pity. When addicts appear in court charged 
with criminal offenses, if they are treated differently at all from other offenders, they 
are apt to be dealt with more lightly. An addict who secures additional supplies 


of his drug by forging prescriptions or secretly consulting a second doctor will 
usually only be fined if he is not a chronic offender. If he is old and ill besides, he 
may merely be placed on probation. If, however, an offender against the drug laws 


** Quoted in The London Times, Sept. 9, 1955, p. 5, col. 2 
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is thought to be operating from mercenary motives, for his own financial gain, he is 
apt to be dealt with more severely by being sentenced to prison. 

In 1954, an incident occurred which epitomizes the manner in which the British 
drug laws operate. An American entertainer performing at the London Palladium, 
a vaudeville theater, was known by the police to be a heroin user and was, therefore, 
watched. This person consulted a doctor from whom he received a prescription for 
heroin under a a false name and identity. He was arrested, charged, and convicted 
for having given false information to the physician, and then deported. The writer 
asked what would have happened had the defendant not given false information 
to the doctor. The answer was that in that case, nothing would have happened, 


because there would have been no violation. 


Ill 


Tue Ban on Heroin 

The recent attempt of the British government to impose a ban on the manu- 
facture and importation of heroin affords an excellent illustration of the sensitivity 
of the British medical profession to what it regards as encroachments on its pre- 
rogatives. Heroin was banned in the United States in the twenties,** when it was 
discovered that addicts were using this drug very widely. Since the heroin that was 
being used by American addicts at this time was already being used illegally, the 
ban had no particular effect; in fact, heroin has become even more popular with 
American users since, but not because, it was banned. The congressional hearings 
held before the ban was put into effect revealed that the medical profession in this 


country was divided on the question of the medical usefulness of heroin.** The 


majority declared that heroin was not indispensable; a minority, however, contended 
that heroin did have some therapeutic values not possessed by possible substitutes 
and argued against the ban. This minority opinion was brushed aside, of course, by 
congressional action, Shortly thereafter, similar hearings were held in Britain which 
revealed a similar split in British medical opinion; but Parliament interpreted this 
as a reason for not imposing a ban, because the medical profession was not in agree- 
ment. 

In recent years, American representatives to the World Health Organization of 
the United Nations spearheaded an international drive to ban heroin everywhere; and 
it is now an illegal drug in more than fifty countries of the world. It was the pres- 
sure of this drive that probably caused the British Government to announce, rather 
suddenly in 1955, that the manufacture of heroin would be discontinued in 1956. 
Protests from medical sources were voiced immediately, and the issue was vigorously 
discussed in newspaper columns and in letters to the editor. The matter became a 
minor political issue in Parliament, and the part played by American pressure in 


#8 43 Srav. 657 (1924), as amended, 46 Srar. 586 (1930), 21 U. S.C. § 173 (1952). 
** Hearings before the House Ways and Means Committee on H. R. 7079, Prohibiting the Importa- 


tion of Opium for the Manufacture of Heroim, 6&th Cong., ist Sess. (1924) 
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the campaign to outlaw heroin was understood and discussed. The vigorous reaction 
of the British medical profession to the Government's action was based more on the 
feeling that the Government was interfering with the rights of the profession than 
on any attachment to heroin as a therapeutic agent. The Government was eventually 
obliged to postpone the banning of heroin to an indefinite date, and heroin is, there- 
fore, still not a contraband drug in the United Kingdom, as it is in the United 
States. 
IV 


Errects OF THIS SYSTEM ON THE Dauc PRoBLEM 

It would, of course, be a mistake to attribute the trivial nature of the British drug 
problem entirely to the control measures which have been sketched. Back in 1920, 
when present control measures were set up, the number of addicts in Britain was 
small, in contrast with the situation in this country. Nevertheless, the facts that the 
problem has diminished since that time and that the number of drug users is 
probably close to what one might call “an irreducible minimum” are strong argu 
ments in favor of the British system. 

Prior to 1920, English addicts were free to buy their supplies of drugs from 
pharmacies without consulting a doctor. After that time, they were compelled either 


to give up the habit or to consult a physician. They had a third alternative, to obtain 


supplies from illicit sources, but this was scarcely practical, because no illicit trathe 


that was sufficiently organized to provide regular supplies ever developed. by 
having to turn to doctors, addicts got the benefits of medical and psychiatric care and 
advice. Although the drug user is a difficult patient to handle, he is obviously 
better off in the hands of the medical profession than if left to his own devices. 

British officials are concerned over the potential development of a clandestine 
traffic as it exists in the United States but feel, in the main, that giving addicts access 
to low-cost, legitimate drugs takes most of the economic motive out of such a traffic. 
At the same time, it is realized that the addict’s access to drugs cannot be too free 
and unrestricted; hence, the pressure on doctors to minimize dosage and to make 
prolonged attempts to achieve a cure. Undoubtedly, there is some objection in 
Britain on moral grounds to indefinite administration of drugs, but this is counter 
balanced by consideration of the greater evil of a large illicit trade in the hands of 
criminals, That the present system seems to work, in the sense that the problem is 
small and not growing larger, causes an understandable reluctance to change it in 
any important way. 

English officials and the public do not regard addicts as criminals, since their 
addicts are not criminals, or are so in only a minor sense of the term. They, therefore, 
have difficulty in understanding the American tendency to equate addiction with 
criminality and to punish addicts more and more severely. It is rather felt in Britain 
that the addict is a weakling or an unfortunate person to be pitied and treated with 


compassion. 





148 Law anv CONTEMPORARY PROBLEMS 


Since the British addict does not need as much money to secure drugs as he does to 
buy cigarettes, he does not have to steal, become a prostitute, or peddle drugs in 
order to support his habit. Indeed, there is a positive special hazard and unnecessary 
disadvantage for him in such criminal activities, since they may lead to entangle- 
ments with the law and to sudden interruptions of his habit. It is also dis- 
advantageous for the criminal to become an addict, for he thereby adds greatly to 
the hazards of an already perilous occupation. A London police officer was asked 
what might happen if one approached a prostitute to inquire about illicit heroin. He 
suggested that she might well report to the police, since she knows that if, she 
sticks to prostitution alone, the worst that will happen to her is that she will be 
fined forty shillings about every two weeks; whereas if she becomes involved with 
drugs, she might go to prison. 

Because the British addict can maintain his habit without becoming a criminal, 
and the criminal is not especially exposed to addiction by the existence of a large, 
illicit, trafic or by great numbers of addicts in the underworld, these two groups 
remain relatively separate. This works not only to the public advantage, but also 
to their own. It should not be surprising, therefore, that London thieves show no 
special tendency to become drug addicts, or that London addicts are relatively non- 
criminal. 

It is interesting that the use of marijuana, which, in this country often leads 
to the later use of heroin, does not seem to have this consequence in Britain. There, 
marijuana smokers obtain their supplies entirely from illicit sources, and the British 
police deal with this problem much as it is dealt with here. The fact that heroin, 
on the other hand, is not contraband and that it may be prescribed for those 
addicted to it may account for this difference in the use of the two kinds of drugs. 

It has been said that British addicts do not show the same disposition as their 
American counterparts to spread their vice, but instead warn others who may become 
interested in it. On this point, several aspects of the situation are relevant: One is 
that in England, there is little or no economic incentive to spread the habit to others. 
Further, if the addict is under a doctor’s care, he will certainly want to keep the 
supplies he receives rather than sell or give them away; if he sells them, he violates 
the law. Moreover, if the addict is under a doctor’s care, he can keep his habit 
from becoming publicly known, since all records with respect to it are confidential. 
Thus, he risks forfeiting his anonymity, as well as his status as a law-abiding citizen, 
if he violates the law. 

A frequent criticism of the British program is that it does not place sufficient 
stress upon curing addicts, because drugs are made available to them and because 
they cannot be compelled to seek cures. In answer to this, it is argued that com- 


pulsory cures are ineffective anyway and that a drug addict, like a person addicted to 
alcohol, can only be cured if he wants to be and cooperates in the process. By putting 
the drug user in the hands of a doctor and by not removing him from his com- 


munity and family, the British program maximizes the resources which mav be 
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drawn upon for effective treatment by persuasion, rather than by coercion. Never- 
theless, no really effective method of curing drug addiction has been found in any 
country of the world. 

It is sometimes believed that controlled legal distribution of low-cost drugs to 
addicts would make drugs easily available and lead to the rapid spread of the habit. 
It has not done so, of course. This belief is based upon the mistaken premise that 
drugs made available by a doctor’s prescription are generally easy to get. Such drugs 
are readily available to the addict diagnosed by doctors to be in need of them, 
but they are relatively inaccessible to all others. It is difficult to imagine a teen-ager 
approaching a doctor to ask for a large quantity of heroin with which to entertain 
his friends. It is even more difficult to think that a doctor would accede to such a 
request. It is because addicts can obtain drugs by prescription that those drugs 
are unobtainable otherwise. 

The system of narcotic drug control in Britain which we have discussed is ob 
viously based upon the premise that the medical profession, with a certain amount 
of instruction, experience, and supervision, can be trusted to carry out its obligations 
in good faith under a scheme of this kind. It is quite true that much responsibility 
is placed upon the individual doctor and that this responsibility has sometimes not 
been met. An English doctor made the point that any scheme is bound to be 
abused to some extent and that there are some irresponsible persons in all occupa- 
tions. He did not believe, however, that there was any sense in abandoning a good 
program because of this small minority or in making a new program adapted to the 
low ethical standards of this small minority. Specifically, he felt that measures which 
would keep the few irresponsible doctors in Britain in check and punish them for 
unethical practices in respect to addicts would set dangerous precedents and be 
detrimental to the medical profession as a whole. 

On humanitarian and legal grounds, the British system may be defended as a 
just and humane one. Because the addict does not also have to be a criminal, it is 
made reasonable and just to punish him when he does offend. Addiction itself is 
not a crime, in either theory or effect, and the addict is never formally punished for 
it. On the contrary, the idea of such punishment is rejected by public and official 
opinion as contrary to the principles of British law and common humanity. be 
cause the addict, as elsewhere, is regarded as an ill, weak, troubled, and unfortunate 


person, fines and prison sentences are not considered appropriate ways of dealing 


with him. He has, moreover, the same legal protection and rights in court as anyone 


else, and he is not deprived of them by legal technicalities or subterfuges. As a 
doctor's patient, he has the same standing as any other patient—as already mentioned, 
all official records are confidential; and as a matter of practice, special care is taken 
to protect the addict from unnecessary exposure or publicity. Perhaps ultimately 
the greatest strength of the system lies in the fact that it is publicly recognized to be 


just and humane. 
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V 
MIsconcerrions oF THE BritisH System 

During recent years, there has been a growing interest in the United States in 
the methods of drug control used in West European countries, especially in Britain.”* 
Perhaps because the practices of these countries are different from our own and seem 
to be more successful, American officials have not invited invidious comparisons by 
publishing information about them. In some instances, false information has been 
disseminated. 

A prevalent misconception equates the so-called “clinic system,” as used in the 
United States in the early twenties, with a program such as that described in this 
paper. The alleged failure of the clinic idea in the United States is then cited as 
proof that any legalized distribution of drugs to incurable addicts must fail. There 
is, however, little resemblance between the clinic idea and the British program, and 


any attempt to treat them as similar leads only to confusion. 

In a recently published book on the narcotics question,”® Mr. Harry J. Anslinger, 
Commissioner of Narcotics, contributes to this kind of confusion by discussing the 
clinic plan under the heading “Fallacy of Legalizing Drug Addiction.” He describes 
such a plan as follows: “Under this plan anyone who is now or who later becomes 
a drug addict would apply to the clinic and receive the amount of narcotic drug 


sufficient to maintain his customary use.”*" He does not describe the British system 
or that of any other West European country. Concerning the British system he 
writes :*7 

No government in the world conducts such clinics, no matter what is said about England. 
What about all the seizures there? What about the trouble doctors are having keeping 
their bags from being stolen? 


Comment: 
The latest official report of the British Government, for 1955, states, concerning 


the questions raised by Mr. Anslinger:*” 

There were no seizures of manufactured drugs... . Isolated cases of the theft of legiti- 
mately manufactured drugs occur very occasionally, but in 1955 no such cases were 
reported. 

As far as nonmanufactured drugs are concerned, fourteen seizures of opium and 


forty-eight of marijuana were reported for 1955.”° 


Elsewhere in his book, Mr. Anslinger refers to “The present wave of drug addic- 


* For a recent example, see Kolb, Let's Stop This Narcotics Hysteria, Saturday Evening Post, July 28, 


1956, p. 19. ; 
*° Haney J. ANsLINGER AND WitutaM F, Tompkins, Tue Trarric In Narcotics (1953). 
2° Id. at 185-86. 
*T Id. at 290 
** Her Mayesry's GOVERNMENT, Op. cit. supra note 4 at 6. 
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tion in the United States, Canada, Turkey, Egypt, England, Germany, and Japan,”*” 
and makes the following specific remarks about England :*! 


In England, the British Government reports annually only 350 drug addicts known to 
the [British] authorities—mostly doctors and nurses. When we ask them about the 
statistics on seizures of opium and hashish [marihuana], they say: Negroes, Indians, and 
Chinese are involved. In this country, we don’t distinguish; we take the situation as a 
whole. England, during the past year, has had a surge of hashish addiction among 
young people. A year ago they were looking at the United States with an “it can’t happen 
here” attitude. Suddenly hashish addiction hit the young people. Ordinarily hashish is 
only something for the Egyptian, the Indian. Now the British press is filled with accounts 


of cases of addiction of young people. 


Comment: 
Apart from the fact that marijuana, or hashish, is not a drug of addiction in the 
sense that the opiate derivatives are, it should be noted that the number of persons 


prosecuted for offenses involving marijuana reached a peak in Britain in 1954 with 


a total of 152. In 1955, there were 115 such cases. The number of these offenders 
who were of European origin was twenty-nine in 1954." These figures scarcely 
seem to justify the use of the word “surge” in describing the British situation. 
Some deliberate attempts to misrepresent the nature of the British system have 
also been made. In an anonymous mimeographed statement entitled British Nar 
cotic System, distributed free of charge at the meeting of the American Prison 
Association in Philadelphia in 1954, the following statements appear: 
The British system is the same as the United States system. The following is an excerpt 
of a letter dated July 18, 1953, from the British Home Office, concerning the prescribing 
of narcotic drugs by the medical profession: 
“A doctor may not have or use the drugs for any other purpose than that of min 
istering to the strictly medical needs of his patients. The continued supply of drugs 
to a patient, either direct or by prescription, solely for the gratification of addiction, 
is not regarded as a medical need. 


Comment. 

This quotation is extracted from the 1948 Home Office memorandum and has 
been discussed in some detail above. The failure here to explain that the Rolleston 
Report interpreted regular administration of drugs to an addict by a medical prac- 
titioner to be treatment, rather than the “gratification of addiction” gives the state- 
ment the opposite of its actual meaning. 

Other statements from this document on the British system and clarifying com- 


ments follow: 


*° ANSLINGER AND TOMPKINS, Op. cit. supra note 25, at If. 


"1d. at 279. 
** See Her Majesty's GoveRNMENT, op. cit. supra note 4, at 7; and Her Mayesry’s Government 


in THE Unirep Kincpom op Great Bairain AND Norruern Irecanp, THe Trarric tn Opium ano 
Orner Dancerous Drucs, Report to rHe Unirep Nations ror 1954, at 4-5 (1955). In 1951, the 
year referred to by Mr. Anslinger, the number of marijuana cases was 127 
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No doctor would give a prescription for marihuana in the United Kingdom as he would 
be charged with a narcotic violation. 


Comment: 

A doctor would not, of course, prescribe a marijuana cigarette, but he could, 
conceivably, prescribe marijuana in some other form without violating any law, 
since prescriptions of drugs are subject to control by medical practice and not by 
law. 

There is also a black market for morphine and pethidine in the United Kingdom. Twelve 
per cent of the illicit traficking cases in the United Kingdom related to forged prescrip- 
tions or concurrent supplies from more than one doctor to obtain morphine or pethidine to 
gratify addiction. The British government arrests these addicts who forge prescriptions 
for morphine and pethidine. They are handled the same way in the United States. 
(Italics not in original.) 


Comment: 

The italicized part of this statement shows that the unknown author was aware 
of the fact that British addicts can obtain supplies legally from one doctor. The 
number of persons represented by “twelve per cent” was fourteen;** and there was 
probably no connection with the illicit trafic. Addicts who forge prescriptions and 
obtain dual supplies do so, as a rule, to supplement the supplies they receive legally. 


There are also robberies by addicts of drug stores or other establishments handling nar- 
cotics in the United Kingdom. 


Comment: 


There are few such cases, and in 1955, there were none reported. 


There follows a brief discussion of the clinic plan in the United States, indicating 
that it failed and that the American Medical Association opposed it. The final 
sentence in this anonymous statement reads: 

A pamphlet, “Narcotic Clinics in the United States” giving the history of the opening and 


closing of clinics, can be obtained free of charge by writing to the Bureau of Narcotics, 
Washington, D. C. 


Comment: 
It would appear that any discussion of the clinic plan in the United States under 
the heading British Narcotic System, is highly irrelevant, since there are no clinics 


in the British system. 
The idea of allowing morphine or heroin addicts to have access to legal drugs 


is often represented in American magazines and the press as a daring and revolu- 
tionary conception. It is nothing of the kind. It is the principle on which American 


practice was based until about 1920 and on which most drug control schemes in the 


western hemisphere are still based. The annual reports of European nations to 


®* As checked by a Home Office official who read the mimeographed statement. 
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the drug control bodies of the United Nations demonstrate this.** Methods for 
internal control of the drug problem are not dictated by the United Nations and are 
rarely discussed in its publications, probably because of various national sensitivities, 
including particularly American sensitivity, on this question. 

Because of his position as Commissioner of Narcotics, head of the Federal Bureau 
of Narcotics, and American representative to the United Nations on drug control 


matters, the opinions of Mr. Harry J. Anslinger are of special importance. They 
are often echoed by congressional committees and by the press and are influential 


in shaping public opinion. Mr. Anslinger has been consistently and strongly opposed 
to any form of legalized distribution of drugs to addicts. He has, however, never 
described the British program, but has leveled his blasts at the clinic plan instead. 


Some of his objections to the ¢linic plan are as follows :*° 


This plan would elevate a most despicable trade to the avowed status of an honorable 
business, nay, to the status of practice of a time-honored profession; and drug addicts 
would multiply unrestrained, to the irrevocable impairment of the moral fiber and 
physical welfare of the American people. 


[Such a plan] is... in direct contravention of the spirit and purpose of the international 
drug conventions, which the United States solemnly entered into along with seventy-two 
other nations of the world... . 


[It would be a] reversion to conditions prior to the enactment of national control legisla 
tion and a surrender of the benefits of twenty-four years of progress in controlling this evil, 
in which control the United States has been a pioneer among nations. 


. . to establish clinics in countries which have a narcotic drug problem would be as 
sane as to establish infection centers during a smallpox epidemic. 


It is believed that easy or unrestricted access to drugs tends materially to increase addi 
tion. 


Comment: 

Not a single one of these objections is applicable to the program now in force 
in the United Kingdom and in most other countries of Europe. In the first place, 
none of them has clinics. All or most of them are also parties to the same inter 
national agreements that the United States has entered into, and all of them com 
bined do not have as many addicts as the United States. The systems do not give 
“easy or unrestricted access to drugs” and have apparently controlled the spread of 
addiction, especially among young persons, far more effectively than has the 
American program. 


** ComMISSION ON Narcotic Drucs, Economic anp Socia. Councit, SUMMARY OF ANNUAL Reporrs 
or GoverNMENTS (published annual] 
a6 oa 
ANSLINGER AND TOMPKINS, Op. cif. supra note 25, at 186, 1&g, 190-99 
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VI 


CONCLUSIONS 


The very success of the British and other similar European programs of narcotics 
control has been a factor in preventing them from being widely known in the 
United States. The number of heroin and morphine addicts in Britain, for example, 
is so small that very few persons there have specialized knowledge of this subject. 
The literature is extremely scanty, consisting mainly of official reports and a few 
widely scattered articles in medical journals.*® Many of these works are not 
illuminating to American readers, because they take for granted a knowledge of 
British medical practices. However, the apparent success of medically controlled, 
legalized distribution of drugs to addicts there is of obvious special significance for 
the United States. 

It would be rash to advocate any wholesale, indiscriminate importation of British 
methods to this country in the expectation of an immediate solution to the drug 
problem. The relatively large number of addicts here and their concentration in 
big cities and in certain segments of the population clearly present special problems 
of extraordinary difficulty, as does the existence of a large-scale illicit trafic of many 
years’ standing. Nevertheless, with due allowance for the differences in customs 
and social organization that exist between the two countries, it is reasonable to 


suppose that there is much in British experience from which we could profit. Drug 
addicts, after all, are pretty much the same throughout the world in many essential 
respects. Allowing for the smaller number of them in Britain, they still do not 


constitute the social evil there that they do here. The trend in the United States 
toward more and more severe punishment, for users and peddlers alike, has reached 
such an extreme, that demand for a fundamental re-evaluation of the present punitive 
program is very much in order. When it is undertaken, British experience could, 
and should, play an important role. 


** There is only one book on narcotics known to the writer which contains a fairly adequate description 
of the British system of narcotics control, Eowarn W. Apams, Dauc Appterion (1937). 
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